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Group Testing Of School Children 


By Pure Tone Audiometry 


S. F. Nielsen 


SINCE 1941, systematic tests of the 
hearing of school children in Esbjerg, 
Denmark have been administered by 
pure tone audiometry. The work has 
been carried on by means of an 
audiometer especially constructed for 
group testing. 

Considering that the whisper test 
usually identifies only about eight per 
cent of the hear ing impairments 
among school children, whereas the 
pure tone audiometer is known to be 
far more selective, it was decided at 
the outset to use pure tone audiome- 
try in the tests. 

“A group test on hearing ability in 
itself was, in 1940, nothing new, but 
only the recorded human voice had 
been used. This group testing tech- 
nique, however, was merely the 
whispered voice test with all its de- 
fects, and compared with pure tone 
testing was unsatisfactory. On the 
other hand, it had the valuable feature 
that the children were busy during 
the test writing down the numbers 
they heard. 

It was assumed at the outset that it 
would be of great importance for the 
children to participate actively in the 
test. Pressing a button held in the 
hand is not considered a good meth- 





S. F. Nielsen (M.D., Copenhagen, 1923) 
is Head Surgeon, Otological Department, 
St. Joseph’s Hospital, and Director of the 
Hearing Center for the Danish Society of 
the Hard of Hearing and for the Muncipal 
Schools, Esbjerg, Denmark. 


od, since the child may fall to ‘dream- 
ing’ while holding the button. The 


task, therefore, was to find a method 


of testing using pure tone audiometry 
in which the children were occupied 
during the whole test by writing a 
series of symbols. 

It is easier for the ear to detect an 
interrupted weak tone than a con- 
tinuously decreasing tone. The latter 
is more fatiguing and the possibility 
of identifying the threshold exactly 1s 
less. The presentation of interrupted 
tones is a further means of keeping 
the attention of the child. A pattern 
of tones, furthermore, provides a 
means for the child to identify what 
he has heard, and a means of checking 
his response. 

It was considered undesirable, how- 
ever, merely to ask the children to 
make a dot each time they heard 
tone, it being probable that part of 
the children would simply fill in the 
paper with dots from one end to the 
other, thus providing no test of what 
they had heard, and, further, pro- 
viding no means of checking their 
forms after the test. A system of short 
and long tones, however, could be 
varied so that a certain number of 
signals, say four, could be delivered 
at each intensity and the pattern could 


N 
be varied almost indefinitely. In this 


way. the system could not be fath- 
omed by the child and could be 
easily checked afterwards. 





It was thus decided to develop a 
test in which the tone interrupter was 
used to deliver certain patterns of 
tones, and to use printed forms on 
which the pupils reported what they 
had heard by writing symbols cor- 
responding to the tone pattern. 

The audiometer,’ especially con- 
structed for these tests, is scientifical- 
ly approved and meets the standards 
set by an American committee on 
audiometer standards. It is a multiple 
headset instrument which produces 
10 pure tones, ranging from 128 cps 
to 11,584 cps, the intensity for w a 
may be varied from 0 to 50 db i 
5 db steps. Since it proved too ide 
to use all the test tones, however, 
only the five tones from 256 to 4,096 
cps are tested, using a group of four 
signals at each of the following in- 
tensities: 45, 35, 25, 15, 5 and O db. 
A total of 100 signals are delivered 
ear. Nineteen children are 
tested at a time. It would be possible, 
however, to construct an audiometer 
which could test 30 or 40 pupils at a 
time. It takes about 15 to 20 minutes 
to test each group of 19 and check 
the forms. Using one forenoon each 
week during six months, it is possible 
to test 2,500 pupils each school year. 
If 40 pupils were tested at a time it 
would be possible to test about 40,- 
000 each year; and, assuming a test 
on each pupil every other year, a 
school system of about 80,000 pupils 
could be handled by the Esbjerg 
method. 


to each 


Test Procedure 


When the children have been seated 
and have written their name, address, 


*The audiometer originally used was a 
Loreni (Copenhagen) built for 19 pupils. 
In the last six months an audiometer built 
for 36 pupils by Peters and Sons, Ltd., 
Sheffield, has been used. 
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birthday, year of birth, and number 
of class, the tester gives the following 
instructions: 


In a short time you are supposed to 
write on the paper placed before you on 
the table. Each time you hear a brief 
tone like a little ‘toot,’ mark a dot in the 
middle of one of the squares, and each 
time you hear a long tone like a ‘t-o-o-t,’ 
make a dash from one edge of the square 
to the other. You will have to start on 
the first line marked ‘1’ on the form and 
fill in one square after the other from 
left to right with the tones you hear. 
When you get toward the end of the 
line, you will discover that the tones are 
growing weaker and if the tone grows 
so weak that you do not hear it any 
longer, do not write, although you have 
not filled in all squares of the line. Just 
mark the tones you hear and do not 
guess. 


The 
and 


tester demonstrates the dot 
the blackboard as he 
gives the instructions. The binaural 
earphones are then placed on the 
pupils; the tester also wears a pair of 


The 


dash on 


phones for checking purposes. 
tester then tells the children: 


You must but just listen 
and then tell me what you would write 
down when you heard this tone. 


not start yet, 


A series of dots and dashes are pre- 
sented until it is clear that each child 
understands what he is supposed to 
do. When the test has begun it is not 
necessary to give further instruction 
than the information that a new line 
is to be started. 

It has been possible to test children 
as young as six years by this method; 
thus, the entire school population can 
be surveyed by the same method. 


Test Results 


special tabulation was made in 
1943 of the test results of 462 children 
equally distributed among all classes 
from the second elementary through 
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the second middle school class.? It 
was expected that more hearing losses 
would be found in the lower grades 
than in the upper, and this is sub- 
stantiated by the results, shown in 
Figure 1. It was also found that the 
losses of 5-10 db far exceeded those 
of greater magnitude. ;These results 
indicated the importance of testing 
children in the lower classes, in order 
that preventive hygiene could be be- 
gun as early as possible. 

Further proof of the importance of 
early testing and treatment is pro- 
vided by a comparison made in 1945 
between groups of pupils who had 
been regularly tested and received 
treatment and similar pupils who had 
not previously been tested. Oppor- 
tunity for such a comparison was 
provided when previously unincor- 
porated schools were brought into 
the Esbjerg system. All pupils in the 
fifth elementary class, age about 11 
years, in each of the two types of 
schools were tested. 

Results are shown in Figure 2. It 
can be seen that hearing losses of 25- 
40 db were found in the previously 
untested schools, while such losses 
were non-existent in the schools 
where testing was a regular practice. 
Five to seven times more pupils in 
the untested schools than the tested 
schools had losses so severe as to re- 
quire retesting. 

These statistics also indicate that 
the present system of regular testing 
and treatment has resulted in a situa- 
tion in which severe hearing losses 
are no longer found. 


Summary 


A method for group testing of 
school children by pure tone audiom- 


*The children in these classes normally 
range in age from 8 to 13 years. 
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Figure 1. Percentage of total pupil enroll- 
ment in 4 elementary and 2 middle school 
classes showing hearing losses of 5-10 db, 
11-20 db, 21-30 db, and 31-40 db. Right ear, 
unbroken line; left ear, dotted line. N=462. 
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Ficure 2. Percentage of pupils in the fifth elementary classes showing hearing losses from 
1 to 45 db. A, schools in which testing and treatment had been administered previously; 
B, schools in which there had previously been no testing. 


etry has been described. The method are most common among the younger 
is suitable for testing school pupils pupils, and that if testing is performed 
of all ages, and a population of several regularly, with follow-up treatment, 
thousand can be tested regularly number and severity of hearing losses 


every other year. in the upper grades is markedly de- 
Records show that hearing losses creased. 











An Efficient Group Screening Test 


Philip W. Johnston 


AN ARRANGEMENT may be easily made 
whereby a complete pure tone screen- 
ing test can be given to 10 children 
at a time. The accuracy obtainable 
with the group test closely approaches 
the accuracy of individual sw eep 
check screening tests. 

Experimental work and field trials 
carried out over a period of the past 
21 months have combined to set up 
definite recommendations with respect 
to equipment and procedure for this 
group screening test. The Massachu- 
setts Department of Public Health has 
acquainted audiometer manufacturers 
with test details, with the result that 
leading manufacturers now modify 
audiometers sold for school use so that 
they may be easily adapted for the 
group test. 


Procedure 


Ten children are seated in a semi- 
circle about a table. (Older children 
may simply stand in a_ semicircle 
around a table.) All children are 
seated so as to face the tester. The 
children are told, in effect, that their 
hearing is to be tested and that each 
child is to hold up his hand whenever 
he hears a signal. Each child is to 
lower his hand when no signal is 
heard. Further, it is impressed upon 
the 10 children that the equipment is 
arranged so that the signal may, at 





Philip W. Johnston (Ph.D., I Harv ard, 
1942) is Head of the Child Growth and 
Development Section, Massachusetts Depart- 
ment of Public Health. James F. Gentile 
gave valuable assistance in the field trials 
reported. 


times, be deliberately excluded from 
certain receivers. The children are 
warned, therefore, to pay no attention 
to what other children in the group 
are doing but to raise or lower their 
hands in accordance with what they 
hear or do not hear in their own par- 
ticular receiver. After this instruc- 
tion, the tester has the children place 
against their right ears the earphones 
which have been set on the table in 
front of each seat. 

When the audiometer employed 
contains a bone circuit, the tray of 10 
receivers is connected directly to the 
bone jack or, in instances, to 
the multiple jack. If the bone circuit 
of the audiometer has been modified 
in accordance with the method to be 
described subsequently, the audiom- 
eter will be capable of producing 
signals of 15 db sensation level at any 
frequency from 125 cps through 6000 
cps in each of the 10 magnetic re- 
ceivers. This will be accomplished, 
moreover, simply by throwing the 
selector switch from air to bone posi- 


some 


tion. The attenuator is left fixed 
15 db by bone or, what amounts to 
the same thing, at 55 db by air. In 


accordance with the spirit of the 
recent recommendation of the Council 
on Physical Medicine and Rehabilita- 
tion of the American Medical Asso- 
ciation (/), no group testing is done 
at frequencies higher than 6000 cps. 
Similarly, no individual pure tone 
testing will henceforth be done on 
Massachusetts school children at fre- 
quencies above 6000 cps. 


In effect, the tester sets the audiom- 
eter controls exactly as he would set 
them were he to give an individual 
sweep check screening test, except that 
the selector switch is thrown from air 
to bone and the attenuator is left fixed 
at 15 db by bone instead of 15 db 
by air. In sweeping through the 
various frequencies for testing first 
the right ear, then the left, the tester 
periodically interrupts the signal with 
the tone interrupter switch, thus 
causing the hands of all 10 children 
to drop. Once or twice during the 
testing of each group of children, 
however, the tester depresses a push 
button which is wired into the lead 
to the tray of 10 receivers. This push 
button is placed i in front of the audi- 
ometer and is concealed from the 
view of the children. The 10 receivers 
are connected in such a way that 
when the push button is depressed, 
the signal is removed from only two 
of the 10 receivers. Since the tester 
knows the exact location of these two 
receivers, he is able to reassure him- 
self periodically that the children are 
giving honest responses. The place- 
ment of the two receivers which can 
be cut out of the circuit can be 
changed from group to group. 

As the group sweep check con- 
tinues, the tester makes note of those 
children who have an apparent hear- 
ing loss at one or more frequencies. 
Such children receive an individual 
pure tone test, either on the spot or 
at a later time. 

This group test can be given with 
approximately the same ease as an 
individual sweep check test. Insofar 
as manipulation of audiometer con- 
trols is concerned, the only real dif- 
ference is the fact that the tester de- 
presses the push button once or twice 
during the testing sequence. No dif- 
ficulty is experienced in testing first- 
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grade children with this method. In 
some schools, the ambient noise level 
is so high that the tester is obliged to 
increase the sensation level if a satis- 
factory failure rate is to be obtained. 
In this case, the tester merely leaves 
the attenuator fixed at 20 db by bone 
(60 db by air) for all frequencies. 

It is readily seen that the test might 
be designed so that more than two 
receivers are taken out of the normal 
circuit, but field work has shown 
that two receivers are sufficient to 
keep good control over the children. 
Similarly, it may ultimately be pos- 
sible to ‘apply the same basic arrange- 
ment to larger groups of children. 
This possibility awaits further investi- 
gation. 

The group test just described has 
several advantages, particularly for 
smaller schools where it becomes in- 
efficient to set up 40 receivers for 
screening relatively few children. The 
advantages of the new test are as 
follows: 


1. No paper or pencils are used 
by the children. 

2. The tester employs basically the 
same simple procedure used in indi- 
vidual sweep check screening tests. 

3. The method is much less fa- 
tiguing and faster than individual test- 
ing. 

4. Total equipment consists of an 
audiometer and a single tray of 10 
receivers. 


5. Accuracy of the test is of the 
same order as that provided by indi- 
vidual sweep check test. The fre- 
quencies and sensation levels used are 
the same as those commonly used in 
individual testing. No frequencies are 
omitted. 

6. Magnetic receivers and relative 
simplicity of conversion requirements 
result in minimum expense. 
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7. The conversion of an audiom- 
eter for the test described above does 
not affect in any way the usefulness 
of the audiometer in individual test- 
ing. Neither does it impair the useful- 
ness of the audiometer in giving the 
group Massachusetts Hearing Test 
(2). 

8. Testing may be done in nurses’, 
teachers’, or other available rooms 
instead of in a regular classroom. 

9. First-grade children may be 
group tested by this method. 

Limitation of Test. Most schools 
could not afford to do group pure 
tone testing if dynamic receivers were 
required for group testing. Fortu- 
nately, magnetic receivers of the type 
indicated do about as well as dynamic 
receivers provided the sound pres- 
sures involved are not greater than 
30 db re threshold. Testers should 
never attempt to plot a conventional 
audiogram with magnetic group 
equipment, therefore, but should re- 
strict the equipment to screening 
activities. 

After an audiometer is converted to 
this arrangement, bone conduction 
tests can no longer be given with the 
audiometer. Since bone conduction 
tests are rarely given by school per- 
sonnel, however, this restriction is of 
little practical importance. 

Experimental Results. Some indica- 
tion of the performance to be ex- 
pected from this group test is given 
by the results obtained in screening 
completely an elementary school 
population of 373 pupils. Of the 373 
children screened, 37 children failed 
the group test. Of the 37 failing the 
group test, 27 children were sub- 
sequently shown by individual thres- 
hold tests to have referrable hearing 
losses. The number of children un- 
necessarily failing the group test be- 
cause of borderline impairments or 


other reasons is considered quite satis- 
factory, particularly since experience 
indicates that several of these children 
would have similarly failed if an in- 
dividual sweep check screening had 
been done initially instead of the 
group screening. 

The net failure rate for the sample 
group of 373 children was 7.2 per cent, 
which is within one-half of one per 
cent of the net failure rate obtained 
with Massachusetts school children 
when individual sweep check testing 
is employed. The observed rate dif- 
ference between the two types of tests 
can be assigned to sampling variation. 

This work further indicates that a 
minimum of 300 elementary school 
children can be group tested in one 
school day by a single tester without 
subjecting the tester to undue time 
pressures or other unrealistic testing 
conditions. 

Modification of Audiometer and 
Receivers. The modification of an 
audiometer which contains a bone 
circuit is straightforward and simple. 
Resistors to be inserted in the bone 
calibration deck are selected so as to 
produce sensation levels of 15 db at 
all frequencies when the attenuator is 
fixed at 15 db by bone (55 db by air). 
No difficulty has been experienced in 
selecting reasonable resistor values for 
all frequencies from 125 through 6000 
cps. The sensation levels are measured 
at the 10 magnetic receivers. 

Considerable work was done in 
connection with receiver arrange- 
ments. Field trials with dual receivers 
in a headband proved that this ar- 
rangement was unwieldy. Single, 
hand-held receivers are definitely rec- 
ommended as less expensive and more 
convenient than receivers held in a 
headband. 

The receivers most frequently used 
are magnetic Western Electric No. 








716-A’s, recovered from _ replaced 
speech audiometric equipment. Each 
receiver is modified only to the ex- 
tent that a large Insuline No. 195 
rubber cushion is slipped directly 
over the plastic case. The headbands 
normally attached to these receivers 
are removed. 

The tray of 10 receivers is con- 
nected to the bone jack of the audi- 
ometer or, alternately, to the multiple 
jack. In the latter case, the bone jack 
is shorted to the multiple jack. A con- 
venient method for determining cor- 
rect sensation levels is through the 
use of balance tests whereby three or 
four observers match the signal on the 
magnetic group receivers to a stand- 
ard 15 db signal obtained from another 
audiometric source. It is very im- 
portant that subjects use the normal 
equipment of the standard audiometric 
source in these measurements. If the 
standard audiometer normally employs 
a headband, a live receiver and a 
dummy receiver, it is not satisfactory 
for the subjects merely to hold the 
live receiver to their ears. Short-cuts 
such as these invariably result in set- 
ting too low sensation levels for the 
group receivers. 
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Alternately, Table 1 gives a set of 
voltages which will produce correct 
sensation levels when Western Electric 
No. 716-A receivers, inserted in In- 
suline No. 195 rubber cushions, are 
used as group receivers. These volt- 
ages are measured with a Ballantine 
300 VIVM in conjunction with a 
Ballantine 220 decade amplifier. Manu- 
facturing variations in response from 
receiver to receiver are so small as to 
be negligible provided that all sensa- 
tion levels are no higher than 20 db. 

If the audiometer is a screening or 
school model type and contains only 
an air circuit, it becomes necessary to 
remove the frequency switch. This 
switch is replaced with one carrying 
an added wafer. Resistors are asso- 
ciated with the added wafer in a 
manner similar to that described for 
the case of audiometers with bone 
conduction circuits. In the case of 
audiometers having only air circuits, 
the group receivers are, of course, 
plugged into the air jack. Also, an 
‘individual-group’ switch which serves 
the same purpose as the air-bone se- 
lector switch is added to the front 
panel. 

The connections for the tray of 
Western Electric No. 716-A magnetic 


Taste 1. Calibration data for Western Electric No. 716-A receivers. 


Frequency 





(cps) Volts X10-3— Re 

125 13.00 15 
250 2.50 15 
500 0.62 15 
1000 0.25 15 
1500 0.15 15 
2000 0.35 15 
3000 0.60 15 
4000 3.20 15 
6000 17.00 15 


Sound Pressure 
Threshold (db) 


Sound Pressure 


Volts X10-3_ Re Threshold (db) 


22.50 20 
4.50 20 
1.00 20 
0.45 20 
0.27 20 
0.62 20 
1.10 20 
5.40 20 


30.00 20 
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Ficure 1. Connections for Western Electric No. 716-A magnetic receivers to pure tone 


audiometer. 


receivers are shown in Figure 1. Since 
the push button is normally closed, 
this tray can continue to be used for 
other types of testing where the push 
button circuit is not needed. The tray 
connections shown are satisfactory 
for audiometers whose output imped- 
ance is approximately 20 ohms. For 
audiometers with output impedances 
of 300 ohms, it is well to connect the 
group receivers in series parallel or to 
add a suitable resistor in series with 
the tray. The change in impedance 
which occurs when the push button 
is depressed normally requires no 
compensation. 


Summary 


A method is described whereby a 
complete pure tone screening test can 


be given to 10 children at a time. The 
test does not employ paper or pencils. 
The test utilizes the bone circuit of 
air-bone audiometers for group test- 
ing purposes. A simple conversion also 
enables the test to be given with audi- 
ometers having only air circuits. Con- 
version costs are minimized by adapt- 
ing the audiometer circuit to available 
magnetic receivers. The test is the 
outcome of 21 months of experimental 
work and field trials. 
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The Test Situation In 
PGSR Audiometry 


William G. Hardy 
Miriam D. Pauls 


THE USE OF psychogalvanic skin-resist- 
ance (PGSR) audiometry in testing 
the hearing of infants and. very young 
children has aroused considerable in- 
terest in recent years. A good deal of 
inquiry is currently directed to prob- 
lems of the instrumentation and inter- 
pretation of the data presented. Even 
more important, perhaps, are the 
methods of handling the child under 
test, for there is a causal relationship 
between the test situation and the 
interpretation of the data. Because of 
what a psychogalvanometer is and 
does, clinicians soon learn that the 
test situation must be controlled with 
great care. The idea of skin-resistance 
audiometry is quite simple; its satis- 
factory execution in clinical routine 
is extremely difficult. 

A two-man team is a basic require- 
ment—one person to handle the child, 
the other to operate the instruments, 
with both working together in the 
closest possible rapport. Most of the 
difficulties inherent in PGSR audiom- 
etry are implicit in what is meas- 
ured with the Féré effect. A wide 
variety of stimuli, both internal and 
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external, invoke changes in sweat 
gland activity. For the purpose of 
testing hearing, a child is given a mild 
faradic shock a few seconds followi ing 
a test-tone. When the experience is 
repeated 5 to 10 times, increased 
sweating occurs before the shock is 
felt. This physiologic fact is the basis 
of PGSR audiometry. Once this con- 
ditioning is established, the shock is 
used only when necessary as rein- 
forcement, and the test-tones are pre- 
sented as in standard audiometry, from 
which the method differs only in the 
manner of observing the patient’s re- 
sponses. Instead of raising a finger or 
moving a toy, the child sweats if the 
tone is heard, and the presence or 
absence of this response is recorded 
in various waves by an ink-writer on 
a roll of paper. Precisely what causes 
the sweating is unknown, it is a func- 
tion of the sympathetic nervous sys- 
tem. The phenomenon has _ been 
known, however, since Féré’s work in 
1888, and has been widely used 
many different kinds of psychobio- 
logic measurements. 


Problems of the Test Situation 


Anyone watching the wave forms 
recorded by the ink-writer soon real- 
izes that there is a fairly typical pat- 
tern for a child who is comfortable, 
reasonably happy and at rest, and a 
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variety of other patterns (or variations 
so great that the term ‘pattern’ scarce- 
ly applies) for children in different 
states of excitation or with deviant 
physiologic conditions that are re- 
flected in the activity of the sy mpa- 
thetic nervous sy stem. A child who is 
unduly disturbed will show uneven 
surges in sweating; basic skin-resist- 
ance changes under the electrodes 
may change markedly in either direc- 
tion during the test. A full blown, 
planned temper tantrum, on the con- 
trary, produces little difference in the 
action of the sweat glands. With the 
athetoid child there are marked 
changes, presumably associated with 
the involuntary muscular contractions. 
The primary clinical requirement in 
PGSR audiometry with young chil- 
dren is the need to learn how to read 
the wave forms for audiometric sig- 
nificance, to eliminate the extraneous 
responses and concentrate on data that 
are relatable to the function of the 
hearing mechanism. Thus, there is 
great need to control the environment 
of the test situation, to reduce the 
array of stimuli, and to help stabilize 
the child’s behavior to whatever ex- 
tent is warranted so that responses 
significant of hearing are interpretable. 
For all these reasons, and some others 
too obvious for discussion, it is well 
to be acquainted with the child before 
undertaking a PGSR test. The follow- 
ing discussion reflects the highlights 
of what the writers have learned 
through a period of several years— 
with considerable profit from study- 
ing clinical failures—in more than 
1,000 tests of children ranging from 
early infancy to kindergarten age. 


Preliminary Activity 


Good hearing testing of infants and 
young children is at best a time- 
consuming procedure. Exclusive of 


the otologic examination, the pro- 
cedure takes between an hour and an 
hour and a half. In the sequence of 
events, PGSR audiometry is the last 
step in the general work-up. 

A suitably equipped playroom is a 
primary requirement. Here, while the 
child is making himself at home, par- 
ents are led to relax and to impart 
some useful information about their 
child’s habits and attitudes. The estab- 
lishment of reasonable rapport with 
both parent and child is important. 
In this setting, a full case history is 
obtained and some evaluation is made 
of the child’s development. A variety 
of the Gesell norms may be employ ed; 
the Seguin form- board is useful for 
many two- and three- -year-olds; play- 
activity is observed; and special atten- 
tion is paid to details of social ma- 
turity. This is a good occasion to 
observe parent-child relations and to 
begin to make some estimate of the 
child’s hearing and the extent of his 
communicative development. 

The next step includes a gross eval- 
uation of hearing responses in a sound- 
proofed room with the use of high 
fidelity amplification. At least one 
parent, the child, and one of the test 
team are in the room together and 
various signals are employed—voice, 
masking noise, whistles, animal sounds, 
music, and pure tones—with output 
from a loudspeaker. If the child has 
some speech and language, an approxi- 
mation of speech-hearing thresholds 
may be made with the use of toys or 
appropriate pictures. The clinicians 
watch for the usual reflexive responses 
—eye movements and head turning 
toward the loudspeaker, smiling, and 
the like. This procedure with one- and 
two-year-olds gives general informa- 
tion about the intensity and quality of 
sounds that evoke responses. Under 
ordinary circumstances, this procedure 








Ficure 1. 


should help to specify a profound, a 
moderate, or a very mild hearing loss. 


The PGSR Test Situation 


The PGSR equipment is set up in a 
room designed to be attractive for the 
child. The equipment (Figure 1) is 
housed in an inconspicuous cabinet so 
that it is masked from the child, who 
sees nothing of it but the headphones 
and wires from the electrodes. In most 
instances, it is wise to have at least 
one parent in the room, but out of the 
scene, in the background, where by 
his presence alone he lends reassur- 
ance to the child. Occasionally, a par- 
ent is asked to hold a headphone over 
the child’s ear, but his real contribu- 
tion is to strengthen the child’s sense 
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Equipment for PGSR audiometry. 


of security. This is explained to the 
parent, and he is asked to avoid direct 
contact, even eye contact, with the 
child. Oftentimes, the phrase, ‘this 
works something like a lie detector,’ 
sets a suitable tone. Oddly enough, 
many people think they know what 
a lie detector is, and, by analogy, get 
some idea of what we are trying to 
do with PGSR audiometry. When the 
child will tolerate them, binaural head- 
phones are used; otherwise, a single 
headphone is held over the ear under 
test. Without restraint of the child, 
the phone should be held firmly in 
position. Many youngsters set up 
evasive tactics; these should be met 
gently but firmly, with no giving of 
ground. Most children who do object 
to the headphone against the ear learn 
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Figure 2. An 
test. 


11-month-old 


fairly rapidly to retire from a losing 
struggle, provided they are allowed 
to ‘save face’ with a lollipop or an 
attractive toy. 

Disposition of the Child. The posi- 
tion of the child varies with age and 
behavior. A very young infant or a 
very insecure child is usually held on 
the lap of the clinician or a parent 
(see Figure 2). Children in the age 
range from 18 to 36 months are placed 
in a highchair that has a large, de- 
tachable tray (see Figure 3). In this 
situation, the child is high enough so 
that he may be readily ‘observed, the 
highchair is familiar ground, the tray 
provides working space for engaging 
the child’s attention and masks visual- 
ly the procedure of attaching the elec- 
trodes—sometimes a critical moment 
in maintaining rapport with the child. 
In general, the use of a large highchair 
simplifies many problems of physical 
management. 

Children over three years are in- 
vited to sit in a small rocking chair, 
in a small armchair, or in a small 
straight chair at a table. Many chil- 


infant under 


dren of this age range (3 to 5 years) 
have adopted the attributes of inde- 
pendence, but still value the relative 
security of armchairs. They cannot 
be expected to hold themselves up- 
right on any stool or hassock that 
happens to be available, nor do they 
like to be engulfed in an adult chair. 
Most children of this age range are 
tested with binaural phones. 
Placement of the Electrodes. There 
is some freedom of choice, as well, in 
placing the electrodes. Two important 
points must be considered. First, the 
place of attachment should be rich in 
sweat glands and therefore offer a 
relatively low skin resistance. Second, 
the electrodes must be firmly attached; 
if there is much movement of the 
electrodes they will ‘spill’ static, pro- 
ducing random surges of the record- 
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Figure 3. 


A 29-month-old infant under test. 





ing needle that are most discouraging 
to watch. Three positions of the elec- 
trodes best meet these two conditions: 
(1) the palmar and dorsal surfaces of 
the hand, (2) the sole and dorsal sur- 
face of the foot, and (3) the soft pads 
near the first joint of the second and 
third fingers of one hand. 

With children under 18 months of 
age, the pickup electrodes are usually 
placed on one foot. With the tiny in- 
fants (4 to 8 months), whose muscular 
contractions make a foot almost pre- 
hensile, it is well to separate the wires 
and place one electrode on the under 
surface of each heel. The shock elec- 
trodes are always placed on the calf 
of one leg, where there is plenty of 
soft tissue. Placement occasionally 
offers a problem with cerebral palsied 
children, and must be worked out 
according to the particular child’s 
condition; a wholly or partially de- 
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nervated limb will not serve for pick- 
up. 

With children older than 18 months, 
pickup from the finger tips is recom- 
mended when feasible, for this site is 
rich in sweat glands and ordinarily 
quite sensitive. For obvious reasons, 
the preferred hand should be unen- 
cumbered. Fortunately, many chil- 
dren have been sufficiently condi- 
tioned to Band-Aids, so that the tape 
over small electrodes on the fingers is 
a familiar state of affairs. Sometimes, 
however, small fingers simply wiggle 
too much, and the pickup must be 
shifted to a foot. 

Three sizes of electrodes are used 
(see Figure +). Pure, polished zinc is a 
preferred metal. A %-inch size is used 
for pickup from the foot and for the 
shock. A ¥%-inch siz. is used for the 
pads at the finger tips; otherwise, for 
this position, a curved electrode %- 





Figure 4. Types of electrodes for PGSR audiometry. 
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inches wide is shaped by hand pres- 
sure to fit the child’s fingers snugly. 

Electrodes for pickup from the foot, 
and for the shock, are heid in place 
by 1-inch adhesive tape over folded 
2x2 gauze pads. Four 6-inch strips 
of tape are overlapped for the shock 
electrodes, and placed so that the two 
electrodes are about 14 inches apart. 
All electrodes are coated with a paste 
of kaolin in a saturated solution of 
zinc sulfate. For the finger electrodes, 
¥,-inch strips of tape of appropriate 
length are wrapped around the elec- 
trode and the finger. In all instances, 
care should be taken not to interfere 
with the blood supply. It is well to be 
as unobtrusive as possible in ‘wiring’ 
the child. Some children are curious 
and interested; others are better 
handled when their attention is cen- 
tered on a toy. 

Dermometric Measurement. When 
the electrodes are in place, while one 
member of the team is engaging the 
child’s attention, a direct skin-resist- 
ance measurement is made by a der- 
mometer. This instrument uses the 
same battery voltage and produces the 
same induced current as does the 
bridge circuit of the galvanometer, 
and readings are made in thousands of 
ohms. In a room temperature approxi- 
mately 70° F., normal skin resistance 
for children older than 5 to 6 months 
ranges between 50,000 and 120,000 
ohms. During very hot weather, and 
conditioned by various deviant physi- 
ologic and psychologic states, skin- 
resistance may be as low as 5,000 to 
25,000 ohms. It is relatively high in 
infants up to 6 months of age. In mak- 
ing these dermometric observations, 
one looks for normal range versus 
partial or total denervation, and for 
the general level of resi. tance. If there 
is evidence of denervation, the pickup 
electrodes are shifted to a better spot; 


the information gained is immediately 
helpful in prejudging the necessary 
input-resistance setting of the ampli- 
fier, and the preselection of balance 
in the bridge-circuit. 


Handling the Child 


The detail of handling the child 
during the test may vary tremen- 
dously. For most children under 18 
months, an appropriate soft toy is 
useful. Sometimes attention may be 
caught and held by slow movements 
of hands and toys. In general, it is well 
to maintain fairly passive behavior 
(see Figure 2). Occasionally a nurs- 
ing bottle helps, provided that it does 
not promote a kind of behavioral cur- 
tain behind which the infant retires. 
Some children come in with a favorite 
blanket or toy, and when the familiar 
article is firmly clutched the child 
retires from the situation and shows 
a rise in skin-resistance and a be- 
havioral passivity that is akin to the 
sleep state. In this state, PGSR re- 
sponses are extremely limited, and the 
toy or blanket must be removed. 

‘There is more to be done with 
children over 18 months (see Figure 
3). Activity is centered on the tray 
or table-top. Toys or games may be 
used, but whether it is better to use 
the kind that the child can manipulate, 
or those that are handled by the 
clinician, is a choice that must be de- 
termined by experience with the child 
under test. Although the use of several 
toys simultaneously should be avoided, 
it is sometimes necessary to work 
through a considerable number within 
45 minutes. The main idea is appro- 
priate centering of attention (distrac- 
tion from the test situation, if one 
wishes), in order to control the emo- 
tional stimuli present in the situation. 

Among the toys that have proved 
useful (see Figure 5) are: (for the 
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Ficure 5. An array of useful toys. 


child up to 18 or 20 months) oilcloth 
stuffed animals; Holgate Color-cone 
and pyramid blocks; Playskool and 
Holgate pegboard; bottles; lollipops; 
a circular rattle with bright, moving 
decorations; 2-inch bright, wooden 
blocks; beads; and (for the child older 
than 2 years) puzzles suitable to the 
age—Holgate and Playskool, card- 
board or wood, complete forms or 
cut-outs; beads, wooden trains (a 
useful, small array is made by Skan- 
eateles); a Bill Ding set; Playskool 
landscape pegs; small cars, trailer- 
trucks and the like; a basket of ob- 
jects from the dollhouse; a dump 
truck; plastic drawing board; crayons 
and a coloring book; modeling clay; 
a plastic ‘egg’; hand puppets; various 
books and dolls. 

Speed of movement is important 
and must be controlled; slow motions 
are better and with many children 
promote a kind of fixation that is 
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salutary. Under most circumstances 
it is well to avoid the child’s eye; an 
exception is the use of eye contact 
for reassurance. It is the responsibility 
of the person with the child to con- 
trol movements, to check on overt 
muscular reactions, to pace his actions 
however best to promote a steady, 
normal PGSR pattern, and to keep in 
constant touch with the clinician at 
the instruments. The clinical team will 
work better when both members have 
had experience with both sides of the 
test situation, handling the child and 
controlling the instruments. As the 
situation demands, changes must be 
made in the general situation. For in- 
stance, it may become apparent that 
a child is highly distracted by rapidly 
changing visual cues; in PGSR par- 
lance, this means that whenever the 
child’s visual centering is changed, 
there is a sudden reduction of skin 
resistance. This swings the galvano- 
meter to the positive phase, and there 
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is usually a sharp, reactive surge in the 
opposite direction. The net result is 
so much activity that the significant 
responses (those to sound stimuli) 
cannot be read sharply. How this 
situation may best be met is highly 
variable. Sometimes it can be con- 
trolled when the clinician shifts the 
child’s attention to the headphone, 
and they lean over, head-to-head, to 
listen together. The main idea of 
handling the child is to promote a 
steady PGSR pattern, so that responses 
to sound may be interpreted accurate- 
ly with as little as possible of ex- 
traneous wave forms. 

Occasionally it is necessary deliber- 
ately to disturb the child under test. 
A few children are so constituted that 
they retire behind a kind of behavioral 
curtain; this may be reflected in highly 
restricted activity of the sympathetic 
nervous system, such as is typical of 
an approach to the sleep state, or in 
certain types of catatonia. A few chil- 
dren have exhibited what appears to 
be a dormant condition, so far as 
sweating is concerned, then, after a 
thumb is popped into the mouth (or 
sometimes a lollipop), the sympathetic 
reactions come alive much as though 
one had turned a floodlight on a dark- 
ened room. These problems must be 
met as they occur, according to the 
know] edge and experience of the test 
team. 


Conditioning 
The conditioning process is the key 
to the test situation. In the very young 
child, particularly, adaptation i is very 
rapid for a stimulus so relatively in- 
significant as a pure tone. Ideally , the 
conditioning process must be designed 
to combat adaptation, and to set up a 
‘habit’ of involuntary responses, when- 
ever the conditioned stimulus (the 
pure tone) is presented. In Pavlovian 


terms, the increased sweating as a 
reaction to the pure tone is motivated 
by the light faradic shock which 
follows the tone during the condi- 
tioning process; that is, the sweating 
is initiated by the tone in anticipation 
of the shock which is part of the ex- 
perience for the child. Ordinarily 
there is a time lag varying from 
to 1% seconds between the presenta- 
tion of the tone and the current 
changes brought about by the sweat 
gland activity. T herefore, inasmuch 
as it is necessary to read the wave 
forms which give evidence of this 
change after the tone, an interval of 
3 to 4+ seconds is maintained between 
the tone and the shock in the early 
stages of conditioning. This consti- 
tutes a weaker conditioned reflex (i.e., 
more rapid adaptation), but is neces- 
sary clinically, and has proved to be 
workable psy ‘chologically. 

The initial tone is usually 500 cycles 
at a level well above threshold (the 
necessary level has already been esti- 
mated by w atching gross responses 
in the soundproofed room). Most 
children have residual hearing for this 
frequency; the use of a lower fre- 
quency confuses the situation with 
tactile sensations. Generally, it is 
easier to condition the child with a 
moderate hearing loss than one with 
a profound loss. For the child with 
enough hearing to have some acquaint- 
ance with ambient noise (if only the 
loud noises in his life), sound, per se, 
has some meaning; not so, usually, for 
the child with a profound loss (of the 
order of 85 to 100 db)—for him, the 
presence of the loud pure tones is 
made meaningful as the test progresses. 
Once there is evidence of a condi- 
tioned reflex—that is, when there is a 
definite wave form consistently pres- 
ent after the tone, before the shock— 
the shock is employed according to 


the clinician’s judgment as a rein- 
forcement to offset adaptation, vari- 
able attention, or whatever else im- 
pinges adversely on the test situation. 

At the outset, after the electrodes 
have been connected and the skin 
resistance has been measured, it is well 
to take a few minutes to study the 
pattern of the child’s responses before 
the test is begun. Useful observations 
may be made about the nature of the 
pattern, the normalcy of the wave 
forms (6 to 12 per minute is a normal 
frequency), the ‘emotional’ state of 
the child, his reaction-time to overt 
stimuli, and the like. 

Short bursts of the test-tones are 
usually more sharply stimulating than 
a long sustained tone (and are prob- 
ably louder psychologically, and less 
fatiguing). Other things being equal, 
one may expect to use every ~ known 
audiometric technique through a 
large case load, in order to achieve 
something approaching threshold 
acuity. Some children respond well 
to a regular, rhythmic presentation 
of the tones, as is true of audiometry 
in general; others respond more sharp- 
ly to a varied presentation which 
seems to promote alertness to the 
test-tones. The paired signals—tone 
and shock—are continued until there 
is a consistent, dual wave form on the 
recorder. Initial shock is presented at 
a sub-threshold voltage, and the 
strength is increased until a definite 
wave is evoked; this is a kind of 
neuromuscular contraction to which 
the galvanic response is very rapid. In 
technical terms with regard to the 
pleasure-pain dichotomy, this use of 
shock belongs to the painful category; 
actually, when the shock is appropri- 
ately used, it is not painful but start- 
ling. Too strong a shock stimulus is 
both unnecessary and detrimental to 
the test procedure. The use of shock 
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does not traumatize, moreover, nor 
does the whole test situation when 
it is clinically well handled. Children 
are retested constantly, some for the 
third or fourth time, with rejection 
of the test situations a rare occurence; 
in common sense terms, this is prob- 
ably the best yardstick for judgment 
that is available. This does not mean 
that the PGSR test situation is im- 
plicitly nontraumatic (any examina- 
tion, including the attempt to take 
body temperature, can be made trau- 
matic); it does mean that the use of a 
light faradic shock, per se, is not 
traumatic. This is a state of affairs 
that is perhaps better demonstrated 
than argued. 

The processes of adaptation need to 
be studied with care, and considerable 
research has been done to furnish 
data that may guide one’s thinking. 
Most adults have had the experience 
of spending a restless night when try- 
ing to sleep in unfamiliar surround- 
ings, only to find that the situation is 
not nearly so trying the second night, 
and that, by the third, one may sleep 
peacefully through what initially con- 
stituted a most disturbing racket. This 
is adaptation in a gross form. In gen- 
eral, our habits of audition are medi- 
ated by the ‘mind’ and are inhibited 
for a variety of sounds in environ- 
mental stimuli. We become proud of 
our ability to concentrate attention 
on some appointed task in an environ- 
ment of children’s voices, doorbells, 
phonebells, radio and television. We 
learn early, if we do at all, to pay 
attention to the significant signal and 
to disregard the transient sound. So, 
with many children who have a mod- 
erate-to-severe hearing loss, there may 
be a strong PGSR response to the first 
two or three intense test-tones, then 
a sharp reduction of the response 
thereafter. This feature of adaptation 
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must be understood, met, and offset 
for the purposes of clinical audiom- 
etry with infants and young chil- 
dren. This is the rationale of the use 
of faradic shock as the unconditioned 
stimulus in the tradition of the Pav- 
lovian conditioned reflex; the shock 
constitutes the warning, the imminent 
event, that tends to lessen the natural 
tendency to adaptation. 


Discussion 


There are many kinds of psy cho- 
galvanometers. That pictured in Fig- 
ure 1 is most familiar to the present 
writers... With the General Radio 
715-A Direct Current Amplifier, one 
may adjust the input resistance (ar- 
ranged in multiple steps of 10" ohms) 
according to the skin resistance under 
the electrodes. The higher the input 
resistance of the amplifier, the greater 
the swing of the needle as the cur- 
rents in the bridge are affected by the 
sweat gland activity of the child. Care 
must be taken that the bridge, am- 
plifier and recorder remain in good 
electrical calibration, and that during 
the time of testing the electrical bal- 
ance in the bridge is readjusted ac- 
cording to what is happening to the 
patient's sympathetic nervous system. 
Obv iously, with the Féré technique, 
these are not absolute factors, but 
highly relative reflections of function. 
Time must be allowed for the return 
to normal of the sweat gland activity 
following stimulus (about 15 seconds 
in most instances). If, as the test pro- 
ceeds, there is a material change in 
the patient’s skin resistance, in either 
direction, this condition must be bal- 
anced by suitable adjustment of the 
variable potentiometers in the bridge, 
or by changing the input resistance. 





‘For a description of the galvanometer 
and a discussion of the circuit, see (/). 


These features of the instrumentation 
are directly related to what is hap- 
pening in the child’s behavior, and 
must be checked constantly with the 
clinician who is handling the child. 
As matters stand, any positive wave 
form which occurs within acceptable 
time-relations to the presentation of 
the test-tone is significant as a re- 
sponse. In some instances, as thres- 
hold is approached, even a pause in 
the negative swing of the galvano- 
meter may be a significant response. 
The wave forms one learns to look 
for are typical, however, and not too 
difficult to differentiate from those 
which reflect responses to other than 
the controlled auditory stimuli. 

For these reasons, one does not 
learn to do PGSR audiometry by 
reading about the procedures; they 
must be learned from experience. In 
this sense, the performance of the test 
is a skill that is somewhat analogous to 
the skill of a surgical team; a tech- 
nique of surgery may be well known, 
followed and modified, yet everybody 
is not equally successful in carrying 
out known procedures. It is doubtful 
that PGSR audiometry, as it is pres- 
ently known, will ever be available 
as a routine procedure in a physician’s 
office, or in a school system. 

The suggestion has been made that 
a variety of audiometric techniques 
may be necessary in order to assure 
a reasonable approach to threshold 
acuity. The classical technique is use- 
ful, whereby, having begun with a 
tone well above estimated threshold, 
the tester attenuates step by step 
until no positive responses are forth- 
coming; then threshold is determined 
by crossing and recrossing the point 
at which the least intensity elicits a 
positive wave form on the recorder. 
As the child responds, it may be nec- 
essary to change the timing of the 


signals; either a regular or an irregular 
rhythm may prove better as the test 
proceeds. Not infrequently, as thres- 
hold is approached, special care must 
be taken to limit the physical activity 
of the child; in this instance, ‘listening’ 
head-to-head with the child may prove 
to be a useful device. The shock is 
used at need for reinforcement. Some 
children require none after the early 
conditioning process; others need fre- 
quent nudges to heighten the general 
physiologic tone. These variations 
are no different in kind from what is 
necessary in clinical audiometry in 
general. Even with a cooperative adult 
in a test situation, one cannot assume 
the truth about auditory thresholds, 
he must seek it out. 

When it is pertinent to the needs 
of the test, opposite ear masking may 
be used with no disturbance to the 
basic procedure. Masking is necessary 
whenever the two ears differ by 20 
to 25 db in order to rule out the better 
ear while the worse one is being 
tested. It is well to introduce the 
masking tone early in the PGSR pro- 
cedure, during the conditioning 
process. If binaural headphones are 
tolerated by the child, there is no 
reason why opposite ear masking at a 
reasonable level should not be used 
routinely. The masking tone simply 
becomes part of the environment, and 
adaptation to it is very rapid. 

Some experimenters employ an 
automatic timer for delivering the 
test-tones and shock. There may be 
some virtue in this, but there are, as 
well, some drawbacks. In terms of the 
child’s behavior, and varied responses 
which are apt to be reflected in the 
galvanic ‘picture,’ there are many 
variables in the test situation which 
must be recognized and met in han- 
dling the child; overt movement, shift- 
ing of attention, visual stimuli, emo- 
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tional reactions—all these elements of 
the situation must be met and con- 
trolled efficiently. It is difficult to un- 
derstand how automatic stimulus con- 
trol can promote the suitable meeting 
of these variables, for a good pure 
tone hearing test involves much more 
than the mechanical features of the 
middle ear and the cochlear system. 


The same idea applies to the task of 
interpreting responses of children with 
special problems. In handling the 
cerebral palsied child, the child with 
petit mal, the child with autistic be- 
havior (the schizoid), and some of 
those with evidence of cerebral de- 
generation, the accurate interpretation 
of the timing of response is particu- 
larly difficult. Many of these children 
are under narcotic or sedating medi- 
cation which inhibits the responses of 
the sympathetic nervous system. In 
general, PGSR testing cannot well be 
done with children under dosage with 
any of the barbiturate series, and they 
must be free from such drugs for at 
least 48 hours prior to testing. On the 
other hand, there are especially active 
children, with an overactive sym- 
pathetic nervous system, for whom a 
¥%,-grain of luminal 20 minutes before 
the test is just enough to bring them 
to a manageable state; unfortunately, 
this group of children is very small. 
An appropriate sedative that did not 
seriously interfere with PGSR re- 
sponse would be a great boon in 
speeding the handling of a large clin- 
ical load. 


Conclusion 


Much is going on, related to the 
procedure, about which some basic 
functions are as yet unknown. No- 
body yet knows precisely what causes 
the changes in sweat gland—activity; 
little is known about quantification of 
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these sweating responses. A great deal 
more biophy sical and biochemical in- 
quiry is needed to define some of the 
basic processes by w hich the auditory 
mechanism and the sy mpathetic nerv- 
ous system are related.. Yet, the pro- 
cedure does work clinically, and 
supplies needed information. 

The most urgent need in terms of 
audiometry is to get useful facts about 
the child’s hearing mechanism as early 
as_possible in his “dev clopment. When 
a threshold audiogram is available for 
a 12-month-old, or a 26-month-old, a 
42-month-old child, or a 10-year-old 
child who has been institutionalized 
for irrational behavior and aberrant 
development, one has something con- 
crete to think with in terms of dif- 
ferential diagnosis, medical care, sur- 
gical procedures, and an educative 
plan. From such audiometric data, 
speech-hearing potentials may be gen- 
eralized, and the nature of the audio- 
metric curve studied for information 
with which better to understand the 
relation of the affected auditory mech- 
anism to language and speech de- 
velopment. Suitable stimuli for this 
development can be w orked out with 


parents. The question of the use of a 
hearing aid can be answered in fairly 
definite terms, with due regard for 
the effect of nerve damage and the 
factors of learning in communication. 
The obvious facts of child develop- 
ment and behavior suggest that the 
earlier special problems (like hearing 
impairment, delayed speech, the ef- 
fect of brain damage and so forth) 
are recognized, measured, differenti- 
ated, and evaluated, the better should 
be the over-all development of the 
child. The age of five years is much 
too late to begin training the child 
with impaired “hearing — of various 
types and extents—for the achieve- 
ment of his best possible potential in 
communication, language, speech and 
social maturity. For those who are 
committed to this philosophy and to 
the management of the child-patient 
based upon adequate diagnosis as a 
fundamental step, PGSR audiometry 
offers an invaluable clinical tool. 
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A Ten-Year Survey Of 
Speech Disorders 


Among University Students 


D. E. Morley 


A TOTAL of 33,339 incoming and trans- 
fer students at the University of 
Michigan have received speech ex- 
aminations during the past 10 years. 
These examinations have been made 
by personnel from the University 
Speech Clinic as part of pre-semester 
orientation period activities. By keep- 
ing records of test results of each 
period, it has been possible to accumu- 
late data concerning the number of 
students tested, the number who were 
screened ou (those judged to be 
clinical cases having noticeably defec- 
tive speech), and the distribution of 
various types of defective s peech 
among the clinical cases. In addition, 
sex ratios have been computed and 
comparisons have been made with the 
data presented by other investigators 
of defective speech in school popula- 
tions. 

The Office of Student Affairs of 
the University of Michigan is charged 
with the planning of orientation per- 
iods. After consulting with all inter- 
ested persons, including deans, coun- 
selors, doctors, the registrar, the 
Speech Clinic, and various student 
groups, the director of orientation de- 
tails the program. The program affects 
incoming and transfer students in Busi- 
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ness Administration, Dentistry, Dental 
Hygiene, Education, Engineering, Mu- 
sic, Natural Resources, Pharmacy, 
Public Health, College of Literature, 
Science and the Arts, and Freshman 
Nurses. As one of the orientation 
period procedures, audiometric and 
speech tests are given. This article is 
concerned with the results of the 
speech examinations. 


Examination Procedure 


Until two years ago, orientation 
period speech and hearing screening 
tests were conducted in a building lo- 
cated centrally on the campus. Be- 
cause of unsatisfactory noise condi- 
tions, the inconvenience of moving 
equipment and supplies, and the rather 
cumbersome procedure for arranging 
re-checking examinations, however, 
the testing was transferred to the 
Speech Clinic. Now both screening 
and re-checking speech and hearing 
testing are done the same day and 
the whole procedure has been greatly 
expedited. As currently arranged, two 
groups of students arrive at the Speech 
Clinic during the orientation period 
at scheduled intervals in groups vary- 
ing from 15 to 30. The groups are 
ushered into classrooms where they 
are met by several — examiners 
of the Clinic staff. Each student is 
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given two blanks to fill out, one for If you have, or ever had a speech defect, 
the speech examination and the other answer the following: 
t sed ot the ti f the | “want Describe defect. 
to be used at the time of the hearing Age when first noted. 
test. The speech blank requests the How long did it last? 
following information: Describe what has been done to im- 
ict ~ prove your speech. 
oe The screening examiner reviews the 
oex - 
Se Dee Dita sheet presented by the student, asks 
Home Address him to read selected testing material, 


Languages spoken in home and engages him in a short, informal 
What languages do you speak? > 


Have you any organic defect that inter- Conversation. If defective speech is re- 
feres with speech (deafness, paralysis, ported by the student or if it is de- 
irregular teeth, tongue-tie, nasal ob- tected by the examiner, note is made 
structions) ? . ? 

If you ever had a speech examination, fill Of it on the speech form, and the stu- 
in the following: dent is directed to another room 
M —, , where he meets another speech ex- 

ow rere you? . ‘ 
hy See ae aminer. There a more detailed analy- 
ist any speech defects found. “ae , . 
What recommendations were made? sis is made of the speech, a judgment 


Taste 1. Numbers of university students tested and clinical cases found over a 10-year 











period. 

Year Numbers Tested Clinical Cases Male Cases Female Cases 
Total Males Females N % N % N % 

1941 

(F. ) 3220 1987 1233 257 7.98 161 62.64 96 37.35 
1942 

(F. Sp. ) 3095 1910 1185 161 5.2 111 68.94 50 31.05 
1943 

(F Sp. Su.) 2264 732 1532 121 5.3 58 47.93 63 52.06 
1944 

(F. Sp. Su.) 2251 646 1605 68 3.02 36 52.94 32 47.05 
1945 

(F. Sp. Su.) 2836 1095 1741 151 5.32 101 66.88 50 33.11 
1946 

(F. Sp. Su.) 4432 3311 1121 101 2.3 74 73.26 27 26.73 
1947 

(F. Sp. ) 3469 2238 1231 118 3.4 95 80.50 23 19.49 
1948 

(F. Sp. ) 4357 3093 1264 75 1.7 60 80.00 15 20.00 
1949 

(F. Sp. ) 3700 2403 1297 48 1.29 36 75.00 12 23.40 
1950 

(F. Sp. ) 3362 2073 1289 107 3.18 78 72.89 29 27.10 
1951 

(Sp. ) 353 242 111 13 3.68 Ss 61.53 5 38.46 














Total 33,339 19,730 13,609 1,220 3.85 818 67.50 402 32.34 
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Ficure 1. Fluctuation of incidence of clin- 
ical speech cases through ten years. 


is made as to whether the speech is 
clinical or non-clinical in nature, a 
high fidelity tape recording is made 
of each clinical case (later to be 
dubbed to an acetate disc), and the 
remedial speech classes for university 
students are described. Clinical case 
students are advised to enroll in one 
of the remedial classes. Counselors of 
students found to have defective 
speech, the University Health Serv- 
ice, and the director of orientation are 
advised concerning the outcome of 
the speech examinations. The names 
of the students with defective speech 
are included. 

If no defective speech is reported 
or detected, the student is directed to 
the hearing examination division where 
his hearing is tested. 


Results 


Table 1 shows the distribution of 
clinical speech cases among male and 
female incoming and transfer students 
over a 10-year period. The average 
incidence of clinical speech cases was 
found to be 3.85 per cent of the total 
of 33,339 students examined. In terms 
of sex distribution, 67.50 per cent of 
the clinical cases were males, 32.34 
per cent were females. The ratio, 
then, was approximately 2 to 1. Fig- 
ure 1 is a graphical representation of 
the vearly totals. 


Table 2 shows the distribution of 
types of speech disorders among the 
clinical cases by years. The number of 
each type of disorder includes both 
males and females. It will be noted 
that in the years 1941 and 1945 the 
miscellaneous category, principally 
foreign accent cases, was compara- 
tively large. Usually foreign students 
are referred directly to the English 
Language Institute of the University, 
or the International Center, for train- 
ing in the use of English and are not 
included among those considered to 
have defective speech. In 1941 and 
1945, however, a number of the for- 
eign students were included and en- 
rolled at the Speech Clinic for speech 
training. 

As an average, among all the clinical 
cases, 50.70 per cent were articulation 
cases, 25.48 per cent were stutterers, 
15.04 per cent were voice cases, and 
8.75 per cent were miscellaneous (cleft 
palate and foreign accent). Figure 2 
graphs these percentages. 


Discussion 


This study reports that 3.85 per 
cent of incoming and transfer stu- 
dents were found to have defective 
speech. Speech surveys conducted in 
public schools report higher percent- 
ages. Pronovost (6), reporting results 
of speech surveys in New England 
schools, found that 7.8 per cent of 
the 87,288 individuals tested were 
handicapped in speech. Carrell (2) 
indicated that a percentage study 
showed that 10 per cent of all the chil- 
dren seen had speech defects. In Davis’ 
study of Akron, Ohio public schools 
in 1937 (3), six per cent of the chil- 
dren were found to be definitely 
handicapped in speech. After survey- 
ing 10 representative schools in Cleve- 
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Taste 2. Distribution of types of speech disorders among the clinical cases by years. 














Year Total Articulation Stuttering Voice Miscellaneous 
Cases N % N % N %o N % 

1941 

(F. ) 257 119 46.30 31 12.06 67 26.07 40 15.56 
1942 

(F. Sp. ) 161 94 58.38 35 21.73 32 19.8 0 0 
1943 

(F. Sp. Su.) 121 76 ~=—- 62.80 20. = 16.52 18 14.87 7 5.78 
1944 

(F. Sp. Su.) 68 30 44.11 26 =. 38.23 6 8.82 6 8.82 
1945 

(F. Sp. Su.) 151 82 54.30 29 19.20 16 10.59 24 15.89 
1946 

(F. Sp. Su.) 101 49 48.51 22 21.78 20 19.80 10 9.9 
1947 

(F. Sp. ) 118 64 54.23 3 31.35 11 9.32 6 5.08 
1948 

(F. Sp. ) 75 36 48.00 24 32.00 10 13.33 5 6.66 
1949 

(F. Sp. ) 48 19 39.58 16 33.33 ay 16.66 5 10.41 
1950 

(F. Sp. ) 107 51 47.66 2 23.36 28 26.16 3 2.80 
1951 

(Sp. ) 13 7 53.84 30.76 0 0 2 15.38 
Total 1,220 627 50.70 269 25.48 216 15.04 108 8.75 


land in 1946, Irwin (4) reported an 
incidence of 7.7 per cent of defective 
speech. In Speech Handicapped 
School Children (5), Curtis states that 
5 to 10 per cent of school children 
have articulatory defects and one or 
two per cent present significant voice 
problems. In the same ‘book Johnson 
states that stuttering affects .6 to | 
per cent. The total of these percent- 
ages shows an incidence of 6.6 per 
cent to 13 per cent of speech defects. 
Carhart (/), describing the results of 
a survey of speech defects in Illinois 
high schools, reported that 20.8 per 
cent of the students had articulatory, 
voice, or rhythm difficulties. The 
144,570 students included in this sur- 
vey were judged by high school 
teachers, of whom only one in 10 
was a speech teacher. 


If one acknowledges the smaller 
incidence of defective speech among 
incoming and transfer university stu- 
dents as “compared with that found in 
grade and high school populations, 
some conjecture arises as to what fac- 
tor, or factors, are operating to cause 
this reduction. One of the first possi- 
bilities which may account for the 
inequality could be a difference in 


ARTICULATION STUTTERING VOICE MISCELL 
(627) (269) (216) (108) 


— 














M/F M F MF Mi F 
OL4 | 386 814 | 186 $83 47 | 81.5 | 185 


Ficure 2. 2. Percentage distribution of types of 
speech defects. Total cases—1,220. (M— 
Males; F—Females.) 
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screening method, testing conditions, 
and the specialized personnel doing 
the testing. Variations of these factors 
are likely from survey to survey. 

Secondly, one might look upon the 
group of young people entering the 
university as a select group, at least 
the upper fourth in academic ranking. 
One might postulate that fewer speech 
defective pupils make the grade aca- 
demically, or at least that fewer of 
them seek higher education. One 
might see defective speech operating 
as a selective factor in a number of 
instances. 

In the third place, one might visual- 
ize a maturation factor operating be- 
yond the high school years. Roe and 
Milisen (7) have shown that the in- 
cidence of defective articulation drops 
from grade one to grade two to grade 
three. As sheer conjecture, one might 
postulate that there can be an expected 
decrease in the number of speech de- 
fectives even beyond the last year of 
high school. Since the time interval 
between completion of high school 
and the beginning of university at- 
tendance is rather short, however, 
even if such a decrease could be 
proved, discernable reductions are un- 
likely. 

Finally, and applicable to the Uni- 
versity of Michigan which draws the 
bulk ‘of its students from Michigan, 
New York, Ohio, Illinois, and New 
Jersey, where speech correction pro- 
grams continue to develop in the pub- 
lic schools, the optimistic person 
might want to surmise that the effects 
of public school speech correction 
programs are to be seen. 

Examination of Figure 1 reveals 
that from 1941 to 1949 there was a 
general, steady decline in the incidence 
of clinical cases. Some upswing 
noted for the years 1950 and 1951. 


Here, too, one might want to con- 
clude that one or more of the factors 
mentioned above provide possible ex- 
planation for this curve. Furthermore, 
it is of interest to remember that dur- 
ing the decade represented, speech 
correction has shown real growth in 
screening procedures, coverage, meth- 
ods, and the number of trained ex- 
aminers. 

Table 1’s tabulation of total males 
tested and total females tested during 
the war years shows that in 1943 the 
females outnumbered the males by 2 
to 1, in 1944 by almost 2.5 to 1, and 
in 1945 by more than 1.5 to 1. In terms 
of the percentage of total clinical 

cases found during those years, how- 
ever, it can be seen that in 1943, al- 
though the males were outnumbered 
2 to 1 by the females, the males ac- 
counted for 47.93 per cent of the 
clinical cases. The comparison is even 
more startling in 1944 when the males 
were outnumbered by almost 2.5 to 

Then the males accounted for 52.94 
per cent of the cases. This same sort 
of discrepancy appears again in 1945. 
Although outnumbered by more than 
1.5 to 1, the males accounted for 66.88 
per cent of the clinical cases. 

When the comparative probability 
of the occurrence of defective speech 
is calculated for these years, it is found 
that in 1943 the probability of a male 
having defective speech was 2 to | 
over the female, in 1944 it was 3.4 to 
1 over the female, and in 1945 it was 
3.1 to 1. This means, then, that al- 
though the number of males was less 
than the females during 1943, 1944, 
and 1945, among those males there 
was a higher probability of defective 
speech than in other years. For ex- 
ample, in other years such as 1948, 
1949, and 1950, the probability of de- 
fective speech among the males as 








compared to females was 1.6 to 1, 1.8 
to 1, and 1.7 to 1 respectively. 

It is interesting to speculate as to 
what factor or factors operated to ac- 
count for the greater probability of 
defective speech among males during 
the war vears. Some sort of selection 
resulted in there being a greater prob- 
ability of defective speech among the 
males who did enroll at the Universi- 
tv than is otherwise usual. 

From Figure 2 it is readily appar- 
ent that for each sort of speech prob- 
lem, the males outnumbered the fe- 
males. In the articulation cases, the 
ratio is 1.5 to 1; in stuttering, 4.3 to 
1; in voice cases, 1.4 to 1; and in the 
miscellaneous category (foreign ac- 
cent and cleft palate speech) 4.9 to 
1. The predominance of defective 
speech among males as compared with 
females seen in this study conforms 
to the pattern demonstrated by other 
sUurveYS. 


Summary 


Results of 10 years of orientation 
period speech examinations which in- 
cluded 33,339 incoming and transfer 
students at the University of Michigan 
show the following: , 

1. The average incidence of clini- 
cal speech defective cases (those 
judged to have noticeably defective 
spezch) was 3.85 per cent. Speech 
surveys which have been conducted 
in public schools have shown a greater 
incidence of speech defects. In seek- 
ing an explanation for the reduction 
at the university level, some conjec- 
tures are made concerning the factor, 
or factors, responsible: (a) Differ- 
ences in screening method, testing 
conditions, personnel doing the test- 
ing may be responsible. (b) The re- 
duction may indicate that the incom- 
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ing and transfer students comprise a 
select group less likely to have defec- 
tive speech. (c) There is a possibility, 
although slight, that a maturation fac- 
tor operates beyond the high school 
vears. (d) The effects of public 
school speech correction programs 
may be being seen at the university 
level. 

2. As an average, among all the 
clinical cases, 50.70 per cent were 
articulation cases, 25.48 per cent were 
stutterers, 15.04 per cent were voice 
cases, and 8.75 per cent were miscel- 
laneous cases (cleft palate speech and 
foreign accent). 

3. In general, there has been a de- 
crease in the number of speech de- 
fectives screened out during the 10- 
year period, but a sizeable number 
continue to appear each semester. 

4. During the war years, although 
outnumbered by the females, the males 
accounted for the majority of speech 
defectives discovered. When the com- 
parative probability of occurrence of 
defective speech was calculated for 
those years, it was found that there 
was a greater probability of speech 
defects among the males than in other 
years. This suggests that some sort of 
selective factor operated to account 
for the fact that defective speech was 
more prevalent among the males en- 
rolled at the University during the 
war years than would be expected 
normally. 

5. In terms of the percentage of 
male and female cases for each type 
of speech defect, the males outnum- 
bered the females. This conforms to 
the pattern generally found in other 
speech surveys. 

6. It is apparent that such speech 
examinations need to'be continued as 
part of the orientation program for: 
(a) Speech handicapped students con- 
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tinue to enroll at the University and 
should be discovered early. (b) Rem- 
edial classes provided at the Universi- 
ty can be more generally useful to a 
larger group of handicapped students 
if an organized effort is continued to 
discover and to advise them concern- 
ing the available remedial services. 
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Congenital Aphasia: A Case Report 


George W. Gens 
M. Lois Bibey 


THE ESTABLISHMENT of Veteran Ad- 
ministration aphasia clinics has given a 
long needed impetus to the study of 
speech and language retraining for the 
individual who has become aphasic. 
Although there have not been exten- 
sive studies on ‘congenital aphasia,’ it 
is indicated that experience gained 
through retraining therapy with adult 
aphasics may be applied to training 
therapy for children who present 
aphasic-like symptomatology. 

The term ‘aphasic-like’ is used in- 
stead of ‘aphasic’ because it is difficult 
to make a diagnosis of aphasia’ in a 
child who does not present definite 
neurological symptoms. A significant 
number of exogenous children present 
no accompanying motor or paralyz- 
ing involvements. In many cases, 
neurological examinations do not pro- 
duce supportive evidence for neuro- 
pathologies. Without these positive 





‘By the term ‘aphasia’ is meant a central 
linguistic symbolic disturbance, be it de- 
velopmental or acquired. This is described 
in an earlier paper (4). 
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findings there are those who would be 
reluctant to make a definite diagnosis 
of aphasia. Clinically, however, these 
children present aphasic-like symp- 
tomatology.When these children re- 
spond to specialized aphasic training 
after having failed to respond to 
normal school teaching methods, more 
support is gained for the tentative 
diagnosis of congenital aphasia. 

Other studies (3, 7) have indicated 
that the neural mechanisms involved 
in adult and congenital aphasia are 
quite different. Therapeutic tech- 
niques, however, may be similar. Since 
speech and language are learned 
processes and since the only avenues 
available for learning are through the 
senses, the basic framework upon 
which to build therapy becomes ob- 
vious. It is the purpose of this paper 
to present some observations in diag- 
nosing and working with Bobby, one 
of these ‘aphasic-like’ children. 

Bobby, born in 1940, was referred 
to The Training School at Vineland 
at the age of 10.4 years because he 
was making no progress in the public 
school. At this time he was in the 
second grade and was ‘a considerable 
problem in the class as the work was 
far beyond his ability.’ 


Previous Examinations 
Bobby -had been given a psycho- 


logical examination in May, 1946. 
Testing was difficult because of his 





immaturity, shyness, and baby talk. It 
was indicated, however, that he was 
retarded. In March, 1948 he was 
found to have an IQ of 68 on the 
Binet. In June, 1949 he was retested 
and had a test level of a little over 
six years. Because speech was so re- 
tarded, a possible hearing loss was 
suspected. One examiner did not be- 
lieve that a hearing loss affected the 
functional level because ‘some time 
was spent with him on the playground 
and he answered questions put to him 
in an ordinary conversational tone of 
voice and he didn’t turn his head to 
read lips.’ To check on the possibility 
of a hearing impairment he was re- 
ferred to an ear, nose, and throat 
clinic for examination. This clinic 
reported that the examination was 
essentially negative and an audiometer 
test was not recommended because it 
was felt that ‘he was backward and 
the results of this would not be par- 
ticularly significant.’ Recommenda- 
tion was made for institutionalization. 


Family History 


Bobby came from a broken home. 
Both parents were said to be of aver- 
age or above average intelligence; 
however, the four children were neg- 
lected by the mother who has since 
disappeared. The parents were di- 
vorced and the father remarried. In 
the new home environment there was 
no place for a retarded child, so 
Bobby was removed to a foster home. 
He later returned to the home of his 
grandparents. 


Developmental History 


After a 10-month pregnancy, labor 
was complicated by a long and dif- 
ficult breech presentation. Instruments 
were used. This was the fourth preg- 
nancy, but third birth, with one mis- 
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carriage before this birth. Although 
details are not av ailable, it has been 
reported that there was ‘deficient ani- 
mation’ at birth and that there was 
some danger of losing Bobby during 
the first five weeks of his life. A later 
medical report indicated no known 
paralysis, convulsions, epilepsy, or en- 
docrine dysfunctions. There was good 
general health with no abnormal neu- 
rological or psychopathological con- 
ditions. The Wasserman was negative. 
Although it was reported that the 
child had not suffered brain damage 
from accident or disease and that the 
etiology was ‘unknown, it is felt that 
the nature of the birth, the difficulties 
following the birth, and the subse- 
quent developmental history suggest 
a possible birth injury. Development 
was slow. He sat at 12 months, walked 
at 15 months, and talked at five years. 


Psychometric Examination 


Psychometric examination at the 
time of admission to The Training 
School resulted in a diagnosis of 
borderline defective. He had a mental 
age of 6.8 years and an IQ of 65 on 
the Binet. His Social Age on the 
Vineland Social Maturity Scale was 
7.6 years. Bobby seemed to be much 
more relaxed during the performance 
of manual tasks than during the tests 
requiring verbalization. His ‘Wechsler- 
Bellevue Performance IQ was 83. On 
the verbal-ty pe tests he was evasive, 
less spontaneous, and he showed signs 
of fatigue and frustration..The ex- 
amining psychologist reported signifi- 
cant failure in symbol recognition. 
Bobby could identify few letters, and 
even ‘though he could write his own 
name, he could not identify the letters 
in the name. The etiology of the 
symptomatology was not known. The 
early history was positive for an 
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exogenous origin. It was felt that the 
retardation of speech development 
suggested the presence of some 
specific impairment. 


Speech Examination 


When Bobby came to the speech 
clinic in July, 1950, he—was ashy, 
immature boy. His phonetic analysis 
showed evidence of severely retarded 
speech development. He had at the 
time of the speech examination many 
substitutions, omissions, and distor- 
tions. Speech at times was almost un- 
intelligible. Bobby was given an audi- 
ometric examination, but due to .in- 
consistent responses, his audiogram 
was not considered to be valid. He 
did, however, show evidence of hav- 
ing difficulty in hearing the higher 
frequencies. it was decided that Bobby 
should be given a period of adjust- 
ment before a re-examination. At this 
point it was felt that his speech pat- 
tern was not due to his hearing im- 
pairment. 


From July until September, Bobby 
was helped to.become adjusted to his 
new life at the school. During this 
period the medical department began 
treatment to eliminate an anemic con- 
dition which was found to be present 
at Bobby’s initial medical examination. 
Bobby responded well to this treat- 
ment and he began a gradual physical 
building up. The cottage parents re- 
ported that Bobby seemed to be mak- 
ing a good adjustment to his new en- 
vironment. He fitted in well with his 
group and displayed some qualities of 
leadership. He took an active part in 
swimming and other games. 

In October Bobby returned to the 
speech clinic for re-examination. He 
was still quite shy and reserved, but 
he seemed more mature and physically 
he was in a much improved condition. 


His speech was again classified as de- 
layed development with substitutions, 
distortions, and omissions during spon- 
taneous speech. This time he gave a 
much better response to audiometric 
testing. Five audiometric examinations 
were administered at intervals in order 
to insure a valid audiogram. Since the 
audiograms were essentially the same, 
Figure 1 is probably a reliable picture 
of Bobby’s hearing pattern. There was 
no hearing i in the left ear beyond the 
1024 frequency. 

The audiogram shows a severe hear- 
ing loss. It may be a recent impair- 
ment in hearing, perhaps progressive 
in nature. This impression is based 
on two facts: (1) 'Bobby’s articulation 
in spite of his delayed speech develop- 
ment indicates that he must have had 
better speech at one time; and (2) it 
was reported in 1946 by a medical 
examiner that ‘the hearing loss was not 
an important factor.’ The cause of 
the hearing loss is not known. In 1947 
Bobby is reported to have had per- 
tussis and diphtheria and in 1949, 
measles, but details of the illnesses are 
not available. No abnormal neurolog- 
ical conditions were evident at the 
time of the medical examination in 


1949. There have been no reports of 
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Ficure 1. Bobby’s audiogram showing mark- 
ed loss for high tones. 





significant accidents or injuries since 
that time, The initial medical examina- 
tion at The Training School showed 
some evidence of adenoidal tissue and 
a later examination showed a peculiar 
shaped canal in the right ear. The 
speech pathologist suggested that 
Bobby be sent to an otolaryngologist 
for further examination. This sugges- 
tion was carried out and a recommen- 
dation was made by the specialist that 
the adenoidal tissue be removed. In 
January, 1951, the surgery was per- 
formed. Since the operation Bobby 
has been given monthly audiometric 
examinations, but to this date there 
has been no significant change in the 
hearing picture. The vitamin Bj» 
which Bobby has been getting for 
his anemic condition apparently has 
had no effect on his hearing loss. In 
view of Anderson’s study (1), large 
doses of vitamin A are now being 
administered and audiometric studies 
will be continued. 


Diagnosis 


Shortly after the first speech re- 
examination it was noted on the basis 
of personal observation that Bobby 
was manifesting aphasic-like symp- 
toms. There was a slowness of re- 
sponse that did not seem to be a re- 
sult of his auditory acuity deficiency; 
there was aninability to recognize a 
written symbol within a short period 
after it had been presented to him; 
and he could not yet identify the let- 
ters of his own name or the ‘alphabet. 
This low level of language develop- 
ment did not seem commensurate with 
his relatively higher performance tests. 
After a trial period of therapy, Bobby 
was asked to write the letters of the 
alphabet which were dictated to him. 
He still made reversals and substitu- 
tions for m, j, q, bh, i, n, and z. He 
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made no response for r, k, |, t, and w. 

Along with the hearing i impairment 
and_generalized dyslalia, a tentative 
diagnosis of congenital aphasia was 
made on the basis of the following 
considerations: 

1., Indications of birth i injury with 
brain damage and slow developmental 
history. 

2. Delayed speech development 
with complete alexia and agraphia at 
the age of 10 which was not com- 
mensurate with his general functional 
level. 

3. The exclusion of hearing impair- 
ment as an etiological factor in the 
delayed speech development. 

4. The discrepancy of the verbal 
and non-verbal psychological tests 
and the significantly more relaxed 
pattern of behavior on the perform- 
ance tests as has previously been de- 
scribed. 

There was now the choice of re- 
fusing to accept Bobby at the speech 
clinic because of his multiple handi- 
caps or accepting him in the belief 
that he would profit by special train- 
ing. Therapy was chosen for many 
reasons (2): for the clinical research 
value of such a problem, for the op- 
portunity of experimentation, but 
mainly because of Bobby himself. 
There was a quality in Bobby which 
indicated therapy. would be worth 
while for him, In boys like Bobby 
there is a certain awareness of reality 
that is apparent in the responses made 
during the first interviews. Sometimes 
that awareness is actual, sometimes it 
is superficial; trial therapeutic sessions 
determine which it may be. In this 
instance there apparently was a true 
awareness. Bobby does have some 
insight into his problem and he seems 
to realize why he comes to the speech 
clinic. He is a boy who is highly 
motivated to learn. He has great pride 
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in his accomplishments and even 
though he is sometimes faced with 
possible failure, he does not hesitate 
to attempt any new task. When he is 
confronted with a problem which is 
difficult for him, he will stop, grin, 
and say, [at dona det tak]. Then he 
picks up his chalk and resumes his 
work. Bobby is an alert, cheerful boy 
with a well-dev eloped sense of humor. 
With him there is not the frustration 
and fatigue reaction which is seen 
with some other aphasic children who 
receive therapy at the speech clinic. 
In spite of his hearing handicap, 
Bobby, on the whole, is brighter and 
quicker to grasp a situation than are 
most of the children in the clinic. 


Speech and Language Therapy 


ith as apparent that a therapeutic 
program would have to provide for 
his aphasia, hearing ’ and 
An audio-visual- 
kinesthetic approach was necessary. 
The book, Remedial Training (5), was 


very 


deficiency, 
generalized dyslalia: 


valuable as an aid to over-all 
therapy. 


may be 


From it various adaptations 
devised for individualized 
therapy. In the beginning it was found 
that’ Bobby could not grasp t the con- 
cept of a written symbol combined 
with vowels in the form of nonsense 
syllables. This seemed to be too ab- 
stract for him to retain. Therefore, an 
attempt was made to be more concrete 
by using the sounds in words which 
were meaningful to him. Instead of 
writing [p] in combination with 
vowels only, the word ‘pipe’ was 
written. Bobby was given a pipe 
which he was encouraged to handle. 
With the pipe in one hand, he traced 
over the word on the blackboard, first 
with his finger and then with chalk. 
As he was tracing the word, he spelled 
it aloud and—followed this with the 


production of the sounds represented 
by the letters. After doing this many 
times, the guide word was erased and 
he went through the same “procedure 
alone. A game was devised which was 
used when he experienced difficulty in 
remembering a sound or a word. The 
therapist would produce the sound or 
word silently so that he might use it 
as a clue. This encouraged the speech- 
reading on which he is sometimes de- 
pendent. 

Bobby then advanced to the level 
of learning to combine sounds with 
specific basic phonetic units, such as 
[et], [an], [it], and [erk] to make 
meaningful words. In learning words 
containing, for example, the [p] 
sound, Bobby also learned to read and 
write the phonetic units which were 
present in the word, At the same time 
he learned the correct production of 
all of the sound combinations which 
were represented in the individual 
word. Recent therapy has emphasized 
the retention of what has been learned, 
the addition of new words to his read- 
ing and writing vocabulary, and the 
formation of short sentences based on 
his present vocabulary. It is believed 
that this has proved to be a more rapid 
method than the original procedure of 
teaching one sound in nonsense syl- 
lables might have been. It also seems 
to have laid a stronger foundation for 
more advanced thera Pi y. This, of 
course, may be true only in Bobby’s 
case. Experience indicates, however, 
that there are some children, with 
aphasic-like sy mptomatology who re- 
spond better to the syllable type 
therapy. Ther rapists w rho are not get- 
ting expected results with one type of 
therapy might well achieve better re- 
sults with the other approach. A ther- 
apist who is working with an aphasic 
child or with any individual with a 


speech defect must of necessity be 





flexible in approach in order to meet 
the specific needs of the patient. For 
a more detailed account of therapeutic 
procedures, Granich (6) may be use- 
ful as a reference book. Although its 
presentation is somewhat confusing 
and it is written primarily about the 
techniques applied to the adult aphasic, 
its suggestions may be modified and 
used to advantage by a resourceful 
therapist who is concerned with 
aphasic children. 


Progress 


Progress was extremely slow at the 
beginning. Time was consumed in 
searching for the best therapeutic ap- 
proach for Bobby and also in orient- 
ing him to this new learning situation. 
After a relatively short time, how- 
ever, the tempo of progress began 
steadily to increase. It was hindered 
by the time away from the clinic re- 
quired by Bobby’s medical treatments 
and his Christmas vacation. This in- 
terruption was in one way an ad- 

vantage because it showed that Bobby 

could retain what he had learned for 
at least a period of several weeks. He 
now has corrected all of his letter re- 
versals and substitutions and he can 
write the letters of the alphabet when 
they are dictated to him at random. 
At the present time he has a reading, 
spelling, and writing vocabulary of 
approximately 100 words which he 
can use in sentence form. He also 
produces all the sounds correctly in 
those words except [r], [I], and [s] 
blends and there is some distortion of 
vowels. He now has the concept of 
identifying a new word by ‘sounding 
it out.’ 

After Bobby had been in residence 
for almost a year, and after five 
months of therapy, he was re-ex- 
amined by the clinical psychologist. 


GENS AND BIBEY: CONGENITAL APHASIA 37 


This examination found the difference 
between the performance and verbal 
tests even greater than before, with 
the pattern of abilities essentially the 
same. Again greater success was met 
where the language demands were at 
a minimum. With a single exception 
all performances were found to be 
near life-age level or above. On the 
non-verbal type test Bobby applied 
himself well and showed an alert, 
critical approach. He was not easily 
discouraged and persisted for a reason- 
able length of time to solve the prob- 
lems. On tasks where visuo-motor 
demands were primary, he gave re- 
sponses which were essentially normal 
and a general performance that fell 
slightly above the average for his age. 
In contrast he became easily fatigued 
and bored with tasks in which lan- 
guage demands were primary. The 
evolving of concepts seemed to be 
labored and although he remained 
cooperative, he became increasingly 
inattentive. It was ,evident that in 
addition to the operation of his 
specific handicaps, avoidance tend- 
encies had developed in relation to 
verbal material. At the life-age of 11.2 
his mental age on the Grace Arthur 
Performance Test was 12.8 and the 
IQ was 114. His mental age on the 
subtests were as follows: Knox Cube, 

5; Seguin, 9.5; Casuist, 13.5; Manikin 
and Feature Profile, 15.5; Mare and 
Foal, 15.5; Healy Picture Completion 
(II), 10.5; Porteus, 11.5; and the Kohs, 
12.5. His MA on the Stanford-Binet 
was 6-10 and his SA on the Vineland 
Social Maturity Scale was 9.0. Again 
his failures were primarily in the 
items which necessitated written and 
oral communication. 

This psychometric pattern as evi- 
denced in Bobby’s case and in other 
children at the clinic seems to be cne 
of the best test clues in the diagnosis 
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of aphasia in children, When other 
etiological possibilities (such as com- 
plete deafness, psychological and mo- 
tivational problems, and severe mental 
retardation) are ruled out for a child 
who has not developed speech or lan- 
guage, and the child presents a psy- 
chometric pattern of significant dis- 
crepancy in the Binet and Perform- 
ance IQ, then for the purposes of 
diagnosis and subsequent appropriate 
treatment the child should be con- 
sidered as aphasic. 


Summary 


A case study has been presented to 
illustrate one ty pe of therapy which 
may be used in the language and 
speech training for children with apha- 
sic-like symptomatology. In the ab- 
sence of standardized tests and ac- 
cepted criteria for congenital aphasia, 
the child discussed was tentatively 
diagnosed as presenting symptoms of 
alexia and agraphia, as differentiated 
from severe mental retardation, in 
addition to a severe hearing impair- 
ment and generalized dyslalia. In spite 
of these multiple handicaps the child 
has made significant progress since the 
initiation of the specified therapeutic 
program. 


In the light of experience with this 
child and others whose psychological 
tests show a near-normal performance 
intelligence in contrast with severely 
limited verbal abilities, a diagnosis of 
congenital aphasia seems justified, for 
which the prognosis under appropriate 
therapy is good. 
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Measurement Of The Intelligence And 


Personality Of The Deaf: 


A Review Of The Literature 


Stanley Berlinsky 


FEW SYSTEMATIC studies of the intelli- 
gence and personality of the deaf 
were conducted until two decades.ago. 
Educators have given much thought 
and time to the educational problems 
of the deaf and have conducted many 
experiments in the improvement of 
teaching methods. It was not, how- 
ever, until the methods of clinical psy- 
chology were developed and employed 
that somatopsychological problems of 
the deaf came under scrutiny. During 
the 1930's, for example, Pintner and 
his students produced a series of re- 
search papers which did much to 
stimulate scientific interest in the in- 
telligence and personality problems of 
the deaf. 

The present investigation is a revigw 
of the pertinent experimental attacks 
on the measurement of the intelligence 
and personality of the deaf. For the 
purposes of this paper, ‘deaf’ refers to 
those individuals whose hearing is of 
no practical value for the purpose of 
communicating with others. Such in- 
dividuals may range from totally deaf 
to those with considerable sound per- 
ception, but in all cases their hearing 
is of little functional use in the ordi- 
nary affairs of life. This general group 
can be divided into two distinct classes 
based entirely on the time of the loss 
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of hearing: (a) the congenitally deaf, 
i.e., those who were born deaf; and 


_ (b) the adventitiously deaf, those who 


were born with normal hearing, but 
in whom the sense of hearing has sub- 
sequently been severely impaired 
through illness or accident. 

The writer is aware that a distinction 
between the deaf and deafened does 
exist with reference to language ac- 
quisition, speech, and possibly sound 
perception. A seview of the literature, 
however, does not reveal information 
which differentiates these two catego- 
ries on the basis of personality struc- 
ture or reactions to deafness. Inasmuch 
as authors themselves have not indi- 
cated clearly a distinction between the 
deaf and the deafened, both popula- 
tions have been included here. 


Intelligence of the Deaf 


For many years authorities have 
agreed that a special type of psycho- 
logical test is required for measuring 
the intelligence of the deaf. While 
some comparative ratings may be ob- 
tained by administering the traditional 
intelligence tests used with the hear- 
ing, such as various adaptations of the 
Binet type test or any one of the well- 
known language type group tests, it is 
clear that such a test will not provide 
a fair estimate of the native mental 
ability of the deaf child. Obviously, in- 
dividual or group mental tests which 
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involve language, either in the instruc- 
tions or in the test proper, will penal- 
ize the deaf subject, and thus result in 
“4g intelligence quotients. According- 

psy chologists familiar with these 
7 have worked to produce 
tests which will provide a fair index 
of the mental capacity of the deaf. 
In addition to the authors’ statements, 
the writer has checked the instructions 
to the subjects and the test administra- 
tion of the majority of the tests in- 
cluded in this review and has verified 
the fact that the tests used were non- 
language tests. 

The only thorough attempt to ap- 
ply the Binet tests to the deaf was 
made by Pintner and Paterson, who 
published their results in 1915 (29). 
This was the first attempt by these 
workers to apply a general intelligence 
test to the deaf. They selected the 
Binet-Simon Scale, which at that time 
was relatively ‘hew 
with 


and was giving 
hearing children. 
Using the Goddard Revision of the 
Binet-Simon, the investigators first at- 
tempted to apply the test using writ- 
ten language. The questions were 
tvped and presented to the child; and 
the child answered, if possible, in 
W riting. This method was soon aban- 
doned since it became apparent that 
many of the children did not under- 
stand the written questions, but did 
understand the questions when asked 
by means of the manual alphabet or 
sign language. Therefore, the workers 
used any method or combination of 
methods, speech, writing, signs, or 
manual spelling in order to put the 
questions across. Still many of the 
tests were found to be totally unsuited 
for the deaf. The language of the 
questions was too difficult.-Many of 
the children could not adjust to the 
question-and-answer situation. 


good results 


Lack 


of experience with certain things, such 
as money or stamps, handicapped the 
deaf child. Pintner and Paterson con- 
cluded this pioneer investigation of 
the Binet-Simon Scale with the deaf 
by stating that the Binet Scale as it 


stood was totally unsuited for the 
deaf. They suggested, in turn, that 
performance tests might be more 
suitable. 


After a series of exploratory studies 
(30. 31, 22), all of which indicated 
that whenever language was a factor 
the progress made by the deaf was 
much less than that made by compara- 
ble — children, Pintner and Pat- 
erson (23) devised the first battery of 
port tests arranged especially 
to measure the mental ability of deaf 
children. These tests required no 
knowledge of language and were ad- 
ministered by using natural signs only. 

In a summary of this work, Pintner 
and Paterson (24) presented a number 
of points which they felt were defi- 
nitely established by their studies. The 
conclusion most important from the 
point of view of the present review is: 

In all mental tests that do not involve the 
functioning of audition, the average deaf 
child is from two to three years re- 
tarded, as compared with the average 
hearing child of the same age. This re- 
tardation of two or three years seems to 
exist all through the school carcer of 
the deaf child. It is not an initial re- 
tardation which is later overcome. 

The next logical step, an attempt to 
combine mental with educational 
achievement so as to evaluate correctly 
the one in terms of the other, was 
found in Reamer’s study (34). She 
used a completely non-language men- 
tal test comprising six separate units. 
She also made use of an Educational 
Survey Test, surveying eight sep- 
arate school subjects in the ordinary 
school curriculum. Reamer gave tests 
to 2500 school children. Standardiza- 
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tion was based on 2172 cases out of the 
2500 tested. Ages ranged from eight 
years to 21 plus. The “children repre- 
sented 15 state institutions and 11 pub- 
lic day schools. A comparison of the 
schools showed glaring differences in 
mental caliber and educational attain- 
ments. A further comparison of the 
manually and orally taught children 
showed that the av erage mental and 
educational index of the manually 
taught is lower. Congenitally deaf 
children were found to be slightly but 
not significantly below adventitiously 
deaf children both in mentality and 
educational attainments. Reamer found 
no significant difference between the 
mental ability and educational attain- 
ment of the partially and totally deaf. 
The conclusion reached in this study 
stated that the average difference in 
mental ability between deaf and hear- 
ing children was about two years and 
the discrepancy between the two 
years of mental retardation and the 
five years of educational retardation 
disclosed by the study was due to lan- 
guage handicap. In this respect, Ream- 
er’s study supported the results of 
Pintner and Paterson. 

By 1924, Pintner’s Non- Language 
Test had been shown to have about 
average reliability and validity and 
had been prov ed to be well adapted 
to deaf children. In that same year, 
under the auspices of the National 
Research Council, a nationwide survey 
of schools for the deaf in the United 
States was = by Day, Fusfeld 
and Pintner (7). The Pintner Non- 
Language Tae and the Educational 
Survey Tests were used as measuring 
instruments by these inv estigators. 
This survey covered 41 schools and 
reported results for 4432 pupils in 
the age range from 12 to 21 plus. A 
very “definite attempt was made to 
test all children between the ages of 
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12 and 15; and because of the wide 
geographical distribution of the 
schools examined, it is probable that 
these results give a valid picture of 
the intelligence test scores of the deaf 
children in the United States in this 
age range. The investigators found 
that all tests gave differences between 
the deaf and the hearing which were 
large and statistically reliable, The 
4 O. s of the deaf according to this 
study ranged from 82 to 86 on the 
tests administered. 

Both of these studies raised the 
question of the relationship between 
intelligence and age of onset of deaf- 
ness, and both of them found that for 
extremely young children the age at 
which a child has become deaf has 
no influence upon his score on an in- 
telligence test. Both surveys also di- 
vided their cases according to the 
method of instruction, i.e., whether 
oral, manual, or combined. Both sur- 
veys found that the intelligence of the 
manually taught pupils is lower. The 
Reamer study found the combined 
pupils to be highest, the Day, Fusfeld 
and Pintner survey found the oral 
pupils highest. ; 

It is interesting to note that although 
there was no language required in 
taking this test, the conclusion was 
again reached that deaf children, bex 
ing from two to three years retarded; 
do much poorer work on the intelli- 
gence test than do hearing children. 

In 1928, with the publication of 
the results of a series of performance 
tests prepared by Drever and Collins 
(8) at the University of Edinburgh, 
previous conclusions from_ studies 
made in the United States concerning 
the superior intelligence of hearing 
children over deaf children were ques- 
tioned. The Drever-Collins Perform- 
ance Tests were devised primarily for 
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testing the deaf. They tended to prove 
that the deaf child, if not the equal of 
the hearing child, was very little his 
inferior. The test itself consisted of 
eight performance tests for which 
norms were established by giving 
tests to 200 deaf and 200 hearing chil- 
dren. Instead of confirming the gen- 
eral view held in the American studies 
that the deaf child is about three years 
retarded as compared with the nor- 
mal, this English study showed that, 
when the language factor is entirely 
eliminated from tests, it is doubtful 
whether the deaf child is vety much 
retarded at ail. 


Out of this conflict of results, Mac- 
Kane (17) undertook a study in 1933 
intended to check in the United States. 
the results of the Drever-Collins Scale. 
He made use of the Pintner-Paterson 
Performance Scale, the Drever-Collins 
Performance Scale, and the Arthur 
Point Scale, in which he made slight 
modifications in order to give it with- 
out verbal directions. He tested 130 
deaf children between the ages of 10 
and 12 years. Each deaf subject was 
paired with a hearing subject of the 
same age, sex, national background, 
and economic status. On all three of 
the performance scales the deaf fell 
below the hearing by about six to 
seven months. In general, this study 
indicated a slightly lower intelligence 
of deaf -children’ as compared “with 
hearing children in regard to con- 
crete intelligence as tested by the 
standard performance scales. In their 
original study Drever and Collins 
found that at no age level were the 
deaf more than one year inferior to 
the hearing. MacKane’s results sup- 
ported these findings. 

The next group of studies to be 
undertaken testing the intelligence of 
the deaf all made use of the Arthur 


Performance Scale as their measuring 
instrument. The children in the South 
Dakota School for the Deaf were 
tested by means of the Arthur Per- 
formance Scale (35). The range of 
the I. Q.’s was from 61 to 157 with a 
mean I. Q. of 95.2. Seven of the cases | 
tested or six per cent fell below an 
I.Q. of 70 and were called feeble- 
minded in this report. The average 
1.Q. in this study is a little higher 
than that reported by MacKane, 

Burchard and Myklebust (5) in 
1942 used the Arthur Performance 
Scale with 68 adventitiously deaf chil- 
dren and 120 congenitally deaf chil- 
dren. The mean I.Q. of the adven- 
titiously deaf was found to be 101 and 
the mean I.Q. for the congenitally 
deaf was found to be 102. They con- 
cluded that the children studied were 
of average intelligence. 


In a study reported by Hood (12) 
in 1949, 401 deaf children between 
the ages of 8 and 12 attained a mean 
I.Q. of 99.3 in the Anderson Per- 
formance Scale with a scatter greater 
than that for hearing children. The 
distribution deviated substantially 
from the normal with a cluster of low 
I.Q.’s. The mean I.Q. of the ad- 
ventitiously deaf children was signifi- 
cantly greater than that of the con- 
genitally deaf. Only 19 per cent of 
the former fell below 85 as compared 
with 34 per cent of the latter. The 
study also indicated that intelligence 
scores of children born with a 90- 
100 per cent hearing loss increase with 
longer attendance at school. Deaf 
boys were superior to deaf girls in 
intelligence but inferior in reading. 
Those children deafened by menin- 
gitis showed a higher I. Q. than those 
deafened from other causes. 

Oleron (20, 21) reported the find- 
ings of two studies in 1949 and 1950 


BERLINSKY: INTELLIGENCE AND PERSONALITY 43 


making use of J. C. Raven’s Progres- 
sive Matrices (33). This test has much 
to commend it, according to Shipley 
(6). Since the content is limited” to 
highly abstract material which is 
largely foreign both to the classroom 
and to everyday experience, it is 
highly probable that what is being 
measured relates more to native ab- 
stract intelligence, and less to educa- 
tional opportunity, academic achieve- 
ment, or cultural background than 
is the case with most tests of general 
intelligence. The test appears to fill a 
need for a highly discriminating, non- 
verbal and culture-free test of general 
intelligence. 

#Oleron’s 1949 study used this test 
on 16 classes of deaf mute students 
ranging from 10 to 20 years of age. 
The results of the study show these 
tests to be useful for the determina- 
tion of the mental level of deaf stu- 
dents. In his 1950 study,(Oleron sug- 


with those of the hearing since the 
ultimate aim of using oral methods is 
the preparation of the deaf child to 
fit adequately into a hearingeenviron- 
ment both educationally and socially 
as soon as possible. There are many, 
on the other hand, who believe that 
the important question is not how the 
deaf child ranks in comparison with 
hearing children but how he ranks in 
comparison with other deaf children 
of his chronological age. Accepting 
this viewpoint, Amoss (2) and Hiskey 
(11) felt that the teachers and admin- 
istrators of the deaf should have a test 
standardized on deaf children alone, 
a test that would give a better under- 
standing of the ability of young deaf 
children than can be obtained from 
intelligence tests standardized on hear- 
ing children. The Ontario and Ne- 
braska Tests appear to be a step in 
the direction of more adequate meas- 
urements of the deaf. These two tests 


gested that the deaf are equal to the —were constructed especially for the 


hearing in concrete merital function- 
ing but that they are deficient in ab- 
stract intelligence. ) He administered 
Raven’s Progressive Matrices, 1938 
Edition, to a total of 246 deaf chil- 
dren between the ages of 9 and 21 
years and found them to be markedly 
inferior in abstract intelligence. (Re- 
sults also revealed a slower mental de- 
velopment on the part of the deaf. 
Subjects who became deaf after they 
were five or six or over are superior 
to congenitally deaf and to those who 
became deaf early. ) 


What Kind of Test Is Needed? The 
question as to whether deaf children 
should be tested on a scale standard- 
ized for the hearing or on a scale 
standardized for the deaf alone is a 
difficult one. It is of vital importance 
to some educators of the deaf that test 


scores of deaf children be compared 


deaf population. 


The Ontario School Ability Exami- 
nation (2), designed by Amoss, was 
published in 1936. It was originally 
standardized by using performance 
items with hearing children, adding 
some tests as the Knox Cube, the 
Healy-Fernald Puzzle, etc., and ad- 
ministering the battery to both hear- 
ing and deaf children. In a further 
attempt to standardize the test, the 
children were given the Stanford- 
Binet. The correlation between this 
new test and the 1916 revision of the 
Stanford-Binet was very close. The 
new test was then standardized on 
288 deaf pupils at the Ontario School 
for the Deaf. The range of I. Q.’s was 
from 49 to 192 with a median I.Q. 
of 94. The children ranged in age 
from 5 to 22. 
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The Nebraska Test of Learning 
Aptitude (//), designed by Hiskey, 
was standardized on 466 institutional- 
ized deaf pupils. Eleven behavioral 
functions are tested in this battery in- 
cluding memory for colored objects, 
bead stringing, block patterns, com- 
pletion of drawings, paper folding, 
puzzle blocks, and pictorial analogies. 
At the Central Institute for the Deaf 
(18), 61 deaf children and 66 speech 
defective children with normal hear- 
ing were tested on Hiskey’s test of 
learning ability. The above two 
groups were also given one ‘of two 
little known tests used at the Insti- 
tute, namely, the Advanced Per- 
formance Scale or the Randall’s Island 
Series for younger children. Com- 
parisons were made between the 
learning test and the performance 
scales of intelligence to determine the 
relationship between the two types 
of tests. The results indicated that the 
learning test is a valid test of intelli- 
gence and that it measured the same 
type of ability as did the performance 
test. This investigation showed the 
Hiskey test to be a valid measure of 
mental ability. I earning quotients can 
be compared with intelligence quo- 
tients of the deaf and hearing on per- 
formance scales. 

Kirk and Perry (/4) made a com- 
parative study of the Nebraska and 
the Ontario tests. This comparison 
was made on 49 children in the Paul 
Binner Day School for the Deaf at 
Milwaukee, and 49 hearing children 
aged 5 to 11 from public schools. The 
results showed that the Ontario test 
was consistently higher on both hear- 
ing and non-hearing groups. The On- 
tario results more closely resembled 
the results of the Binet test. From 4 
practical point of view the Ontario 
test is superior to the Nebraska Test 


of Learning Aptitude (if the Binet 
has any relation to learning ability) 
because it is quicker to administer, 
simpler to handle and carry, easy to 
score and costs less. 

The results of the studies of the in- 
telligence of the deaf seem to indicate 
a slightly lower general intelligence 
for the deaf as a*group when com- 
pared with the hearing. The age- of 
onset of deafness seems to make no 
difference in the intelligence of the 


child. There appears to be no differ- 
ence generally between the intelli- 
gence of the congenitally and the: 


adv entitiously deaf. “It was found that 
the average intelligence of the deaf 

children taught in day schools is 
slightly higher than that of children 
attending the residential schools. The 
learning tests for the deaf cannot be 
translated into Intelligence Quotients, 
but the general results corroborate. 
very well with the findings on the in-, 
telligence tests proper. As compared 
with the normal hearing child, the 
deaf child is about 10 points below in 
intelligence on non-language and per- 
formance tests. This difference in gen- 
eral intelligence is not great and many 
of the deaf exceed the average intelli- 

gence level of the hearing. Ww hy there 
should be this difference in intelli-. 
gence on tests which seem to be equal- 
ly fair to both the hearing and the’ 
deaf is not clear. The most frequent, 
hypothesis advanced is that, in the, 
first place, the congenitally deaf may , 
come from families which on the av-, 
erage are somewhat lower in intelli-, 
gence than the average family; and,- 
in the second place, the adv eusitiously 

deaf, particularly those with neural’ 
involvement, may suffer a slight ar- 
rest of mental dev elopment related to 
the same disease that caused the deaf- 
ness. 


BERLINSKY: 


Personality of the Deaf 


It is in the area of personality test- 
ing that the psychologist in the field 
of the deaf suffers the severest limi- 
tations of appropriate testing tools. 
The tests which have been used to 
date are largely those which have 
been designed specifically for hearing 
groups and possess corresponding 
language and situational complexities 
which are outside the range of ex- 
perience and abilities of the average 
deaf individual. An exception to this 
point is the Brunschwig Personality 
Inventory for Deaf Children (4) 
which has very limited application. 
As a result, little progress can be re- 
ported in the analysis of the personali- 
ty of the deaf through psychological 
tests. (Those attempts to use psy cho- 
logical tests to obtain a better knowl- 
edge of the personality of the deaf 
may be divided into three main areas: 
(1) those studies concerned with the 
general adjustment of the deaf, (2) 
studies measuring the emotional sta- 
bility of the deaf, and (3) studies of 
the fears and wishes of the deaf. 


Brunschwig began the pioneer stud- 
ies dealing with the general adjust- 
ment of the deaf when she studied a 
large number of deaf students in 1936. 
She administered the Rogers Test of 
Personality Adjustment to 159 deaf 
pupils and 243 hearing children. The 
responses for 42 matched pairs were 
studied in detail. The results of this 
test were then compared with teach- 
ers’ ratings of the same children on the 
I laggerty - Olson - Wickman Behavior 
Scale. This comparison did not show 
a close relationship with teachers’ 
nor a significant difference 
between the deaf and hearing chil- 
dren. The fact that the Rogers Test 
failed to differentiate between the 


ratings, 
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deaf and the hearing children 
prompted Brunschwig to construct 
her own test. 

The Brunschwig Personality In- 
ventory for Deaf Children (4) was 
standardized on 183 pupils in a resi- 
dential school for the deaf and 346 
normal children of approximately 
comparable socio - economic _ status, 
race, and national origin in 4 public 
day school. The average age of the 
deaf children was 16 and the av erage 
age of the hearing children was 13. 
This test, developed by phe experi- 
menter, consists of 67 items and yields 
scores on general adjustment, social 
adjustment, and home adjustment, 

From the above subjects, 80 pairs 
of boys with impaired hearing and 
normal hearing were matched on the 
basis of age, intelligence and race. A 
new group of 171 boys and 150 girls 
with impaired hearing were selected 
from 6 residential schools and com- 
pared with the normal standardiza- 
tion group. Using the Personality In- 
ventory for the Deaf, Brunschwig’ 
found that the general adjustment 
score of the children with impaired 
hearing was significantly lower than 
that of the normal hearing children. 
On the sub-scales, the discrepancy 
was greatest in social adjustment. In 
the main, differences were insignifi- 
cant on the school and home adjust- 
ment scales. For all practical purposes 
this study indicated that the deaf 
school children feel almost as well ad- 
justed as the hearing school children 
so far as this inventory was able to 
measure such adjustment. 


In a further study using her Per- 
sonality Inventory, Brunschwig ad- 
ministered the test to 183 children in 
a residential school for the deaf with 
onset of hearing loss between zero 


and 10 years of age and to a group 
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of 857 children from six residential 
schools. The results of this study indi- 
cated that for various sex and geo- 
graphical groups age at onset of deaf- 
ness and ability to adjust are not cor- 
related. In contrast, boys from the 
larger group who lost their hearing 
before age one made significantly bet- 
ter scores than those whé lost their 
hearing at age four or later. 


Pintner and Brunschwig (25) then 
raised the question as to whether deaf 
children taught by different methods 
of instruction showed differences in 
adjustment score. In a comparison of 
the type of instruction the child re- 
ceived (i.e., manual, oral, 
bination) and his adjustment, these 
two investigators found that the man- 
ually taught pupils scored the lowest 


with no difference evident between 


those instructed in the oral and com- 
bined methods, Inasmuch as the chil- 
dren least promising in the eyes of 
the teacher and those most difficult to 
handle are relegated to the manual 
classes, the authors believed that the 
difference is due to the selection of 
pupils for the manual classes and has 
nothing to do with the effects of in- 
struction upon adjustment. These 
authors also looked for a relationship 
between the adjustment score and the 
amount of deafness in the family. The 
results obtained pointed to the fact 
that children from families where 
there are no other deaf members ob- 
tain the lowest adjustment score, 
while children from homes where 
there are other deaf people, particu- 
larly adults, have higher average ad- 
justment scores. The authors sug- 
gested that 
. it may be that the deaf child in a 
deaf home is better understood during 


his preschool life. He is not handi- 
capped by the absolute misunderstand- 


or a com- 


ing or by the misdirected sympathy 

which may be the lot of the deaf child 

in a home made up entirely of hearing 
individuals. 

Two other investigators have also 
reported on the general adjustment of 
the deaf, using the Haggerty-Olson- 
Wickman Behavior Rating Scale as 
their measuring instrument. In_1938, 
Springer (36) evaluated the general 
adjustment of children using this 
Rating Scale. Equating for chrono- 
logical age, intelligence, and social 
status, he found that there were more 
behavior problems among deaf chil- 
dren than is usual among the hearing. 
Deaf children supposedly have more 
temper outbursts, are more apt to 
steal, are more wide awake, and are 
more active mentally. Kirk (13) used 
the same scale in 1938 and’ found that 
the deaf were markedly inferior to 
the hearing. He does not, however, 
consider this scale to be suitable for 
deaf children. Educators of the deaf. 
feel that most teachers of the deaf. 
rate their pupils more severely than 
do teachers of the hearing, as repre- 
sented by published test norms. 

Pintner (27) in 1940 used another 
general adjustment test, namely, the 
Pupils Portraits Test on deaf children 
from 11 to 14 years of age. The re- 
sults showed that most deaf children 
indicate in tests of this type that they 
feel as well adjusted as the normal 
hearing child. 


Both recently and in years past, 
there have been a great many psy- 
choneurotic inventories constructed 
for testing the emotional stability of 
normal hearing individuals. Many of 
these same instruments have been used 
to test the emotional stability of the 
deaf. 

Because there had been some evi- 
dence that the deaf manifest more 
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neurotic tendencies than do the hear- 
ing, several studies were conducted 
to determine the validity of this as- 
sumption. Springer (36) in 1938 and 
Springer and Roslow (37), also in 
1938, made extensive comparisons of 
deaf and hearing children when they 
administered the Brown Personality 
Inventory for Children. Springer in 
the initial study compared 397 chil- 
dren in day and resffential schools 
for the deaf with 327 children with 
normal hearing. The results of this 
study indicated that the deaf children 
rated significantly mure neurotic than 
the normal children. (Critical ratio— 
10.3). Both groups scored consider- 
ably ‘more neurotic’ than the stand- 
ardization group. The mean score for 
the deaf indicated that about 50 per 
cent of the deaf are as neurotic as the 
most neurotic 10 per cent of the hear- 
ing individuals. In the second study 
using the same measuring instrument, 
Springer and Roslow tested 59 pairs 
of children with impaired and normal 
hearing selected from the above 
study. The investigators matched 
these children on the basis of age, Sex, 
intelligence, socio- -economic _ status, 
and nationality. The results of this 
study indicate that the group with 
impaired hearing rated significantly 
‘more neurotic’ than the normal group 
(Critical ratio—5.6). This further 
substantiated the fact that according 
to this study the deaf group were 
more markedly emotionally unstable 
than a hearing control group. 


The Thurstone Personality Sched- 
ule was used as a testing instrument 
by Lyon (16). The test was adminis- 
tered to 87 high school boys and girls 
at the Illinois School for the Deaf. 
The questionnaires were presented in 
the presence of a psychologist to 
groups of 15-20 pupils by an interpre- 
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ter who was familiar with the instruc- 
tions. Lyon concluded that 17 per 
cent of the group measured would be 
classified as being ‘in need of psy- 
chiatric advice’ and 13 per cent as 
‘emotionally maladjusted.’ When the 
results of this study were compared 
with those of a study made at the 
University of Chicago in 1929 with 


_freshman students, the percentage of 


deaf pupils classified in the above two 
groups was found to be more than 
twice that of college freshmen of ap- 
proximately the same age. 


Pintner, Eisenson, and Stanton (27) 
summarized the above studies of neu- 
rotic tendency by saying that the at- 
tempts 

. to apply to deaf . . . psychoneurotic 
inventories constructed for the hearing 
make the deaf appear emotionally un- 
balanced. To those who know the deaf 
the results seem to be grossly exag- 
gerated. We must be extremely cautious 
in accepting at their face value, the re- 
sults of inventories constructed for hear- 
ing children when applied to the deaf. 

A different type of study of emo- 
tional stability was undertaken by 
Pintner, Fusfeld, and Brunschwig 
(28) who used the Bernreuter Per- 
sonality Inventory to test deaf adults. 
These three research workers re- 
worded the inventory in order that it 
might be comprehensible to a more 
inclusive population of deaf adults, 
This revised form was administered 
to 27 normal hearing college students 
who had answered the test in its 
original form several weeks previous- 
ly. In comparing the results of the 
original form with those of the re- 
vised form there was no indication 
that the validity of the items had been 
perceptibly affected by the slight re- 
vision. Another revision of the in- 
ventory was then made for use with 
the deaf. This second revised form 
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was then administered to 50 deaf col- 
lege students. When compared with 
the norms supplied by Bernreuter for 
the hearing population, the deaf 
scored as emotionally more unstable, 
more introverted, and less dominant 
than the hearing. The deaf college 
students and deaf adult men rated as 
less self-sufficient and the deaf adult 
women as more self-sufficient than 
corresponding hearing groups. 
Among the deaf adults, less amounts 
of neurotic tendency and introver- 
sion, more self-sufficiency and domi- 
nance were found to be associated 
with the occurrence of deafness in 
later childhood rather than at birth 
or infancy. The percentage of cases 


experiencing difficulty in making 
friends with the hearing was only 
slightly larger for the group com- 


municating ‘with the hearing by writ- 
ing than by speech. The authors con- 
cluded that those sensory handicapped 
individuals studied reached almost the 
same levels of adjustment in daily life 
as were on the average attained by 
fully normal hearing individuals. The 
data indicated that those who became 
deaf later in life and, therefore, ac- 
quired speech and language more 
readily, were in general more like the 
hearing in their personality. Conse- 
quently, the authors reasoned that 
speech helps the deaf behave more 
like the hearing in their personality 
adjustment. 

In 1938, Gregory (10) conducted 
a study to compare the responses of 
deaf and hearing children in institu- 
tions as to certain personality and 
interest traits. Her test group was 
composed of 128 children from the 
School for the Deaf at Faribault, Min- 
nesota, and 156 children from the 
schoo! for dependent children at 
Owatonna, Minnesota. The two 


groups were paired on the basis of 
sex and age. All of the children were 
intellectually retarded and under in- 
stitutional care; they ranged in age 
from 13 to 18 years. Data obtained 
through the use of the Minnesota In- 
terest Blank, the Rogers Test of Per- 
sonality Adjustment, and the Wood- 
worth- -Cady Test of Emotional Sta- 
bility were used as the basis for her 
conclusions. The most characteristic 
difference found between the two 
groups was the tendency on the part 
of the deaf to withdraw from social 
participation and responsibilities. This 
was shown in their desire to be 
younger and more dependent and to 
isolate themselves from social pas- 
times. The fact that the deaf had a 
greater desire for more friends and 
were unable to get on well with their 
teachers suggested to the author of 
this study that they had made an in- 
secure social adjustment. The less ade- 
quate emotional adjustment exhibited 
by the deaf also indicated their less 
satisfactory adaptation to adolescence. 

In a further study of the attempt 
to measure the emotional stability of 
the deaf, McCormick (19) tested the 
responses on the Aspects of Personali- 
ty Test of 110 children in an ele- 
mentary day school for the deaf. 
These responses were compared with 


a standardization group of normal 
hearing children. The conclusion 


reached in this study stated that deaf 
children were markedly less stable 
emotionally, differed little in intro- 
version-extroversion, and tended to 
respond in a somewhat more domi- 
nant manner than the normal hearing 
children. 


Kline (J5) conducted a study in- 
tended to compare the responses of | 
deaf children in a free association test 
with those of normal hearing children 
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and adults. The stimulus word was 
given in written form, and the sub- 
jects reacted by writing their re- 
sponses. Fifty stimulus words were 
used. The age range of the subjects 
was from 11 to 17 years inclusive. 
The results show that on the whole 
the age trends of the deaf and hard 
of hearing are in agreement. Out of 
the 11 categories used, eight showed 
the same trend. The disagreements 
were in co-ordination, similarity, and 
whole-part responses. 


One of the latest studies of the emo- 
tional stability of the deaf was con- 
ducted by Altable (7) who obtained 
Rorschach responses from 45 deaf 
mute children through the use of 
‘Mimic Language’ with an_ experi- 
mental teacher as interpreter. Struc- 
tural analysis of the tests revealed out- 
standing characteristics of the group: 
color and shading shock, feelings of 
inferiority and sexual complexes, lack 
of plan and order, absence of preci- 
sion with rigidity of thinking, lack of 
intellectual control over the affective 
impulses, and coarctation. The total 
picture, as evolved from this study, 
resembled that of neurotic groups. 

The fears and wishes of deaf chil- 
dren were made the subject of investi- 
gations by Pintner and Brunschwig 
(26). Using a check list of 39 items 
that referred to fears and a list of 
seven pairs of wishes, they procured 
some statistically reliable data. The 
difference in the number of fears re- 
ported by the deaf and hearing boys 
was insignificant, whereas the differ- 
ence between the girls was large 
enough to be important. (There was 
a sex difference as to the number of 
fears present in both the hearing and 
deaf groups.) The fears that were 
checked by over 50 per cent of the 
hearing are exactly the same as those 
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most frequently marked by those who 
were deaf. These fears turned out to 
be: war, death, bad men, robbers, 
snakes, and fires. The deaf girls added 
lightning, mice, thunder and hospitals 
to the list. An interesting point was 
that thunder was more often checked 
by the deaf children than by 


the 
hearing 


The authors suppose that the 
slight increase in fearfulness among 
the deaf may be attributed to the 
added insecurity that occurs in situa- 
tions which cannot be adequately 
understood by children with impaired 
hearing. The test lists, unfortunately 
however, omit ‘important anxieties’ 
that emerge from life conditions of 
these persons. 

The seven pairs of wishes in this 
study forced the child to make a 
choice between immediate and de- 
ferred gratification. A statistically re- 
liable difference lay in the direction 
of a stronger preference for immediate 
gratification of the desires of the deaf. 
Such a preference for immediate re- 
vard is usually taken to indicate a 
lack of maturity. 

In a study conducted by Brun- 
schwig (4), 171 boys and 150 girls 
with impaired hearing were selected 
from six residential schools for the 
deaf and compared with 340 children 
with normal hearing on an item of 
the Brunschwig Personality Inventory 
for Deaf Children referring to fear of 
the dark. The results of the study 
showed that boys and girls with im- 
paired hearing more frequently re- 
ported that they were afraid in the 
dark than their respective control 
groups (40 per cent vs. 20 per cent 
for boys; 70 per cent vs. 40 per cent 
for girls). 

Various studies of the personality 
of those persons who are deaf seem to 
lead to the conclusion that the deaf 
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person has reached about the same 
over-all level of adjustment as has the 
normal hearing person. True, there 


are differences in the scores of gen- , 


eral adjustment of these two groups; 
but these differences appear slight to 
the investigators of the personality of 
the deaf, especially when it is taken 
into account that the tests devised for 
the hearing person may not be valid 
for the deaf. Whenever the research 
worker has modified the language of 
the personality test to bring it within 
the comprehension of the deaf child, 
the differences between the deaf and 
the hearing appear to be very small. 
Some of the findings that do seem to 
be consistent throughout a number 
of studies are that the deaf find it just 
a little more difficult to adjust to 
their environment. The tests reveal 
they are somewhat more introverted 
and a little less dominant than the 
normal hearing person; they are prob- 
ably a little more emotionally un- 
stable, i.e., more neurotic; they are 
slightly more egocentric; they have 
somewhat more feelings of depres- 
sion and suspicion; and they are a 
little less mature in judgment and so- 
cial competence than the normal hear- 
ing person. Deaf children were also 
found to tend to have more fears than 
children with normal hearing. Data 
regarding wishes suggest that the de- 
sire to hear and speak better is di- 
rectly expressed less frequently than 
desires for other satisfactions. There 
is some evidence, however, that on 
unconscious levels, the desire to com- 
municate effectively is strong and as- 
sumes the character of an autonomous 
need. Adjustment scores of the deaf 
have not been found to be correlated 
with degree or duration of hearing 
loss, with age at onset, or chronologi- 
cal age. Good adjustment tends to be 


associated with intelligence and with 
the presence of other deaf members 
in the family. 

It may be observed from these 
studies that deafness per se does not 
cause a certain type of personality, 
but there is a tendency to accentuate 
certain features which might other- 
wise remain within normal limits. As 
studies develop investigators will 
probably be able to obtain a better 
understanding of deafness and be bet- 
ter able to guide the education of the 
deaf. 


Discussion 


Throughout the history of testing 
the intelligence of the deaf runs the 
thread of the argument about what 
kind of intelligence test is needed. 
Should it be a test which will rate 
him on the same scale as his normal 
hearing equal or one which will 
evaluate his position in the deaf popu- 
lation to which he belongs? It seems 
that there is a need for both of these 
tests; one to be used when the deaf 
individual is functionally a member’ 
of the deaf population and the other 
to be used when he finds himself 
ready to or forced to mingle in the 
normal hearing population. The ques- 
tion of whether the same test can be 
used for both situations becomes the 
rather academic one of the possibili- 
ty of measuring native or inherent in- 
telligence. 

If a measurement is made of the 
native intelligence of the deaf, it ap- 
pears that the basic question being 
asked If nothing else is changed 
about the deaf except to restore hear- 
ing, would they then be equal in in- 
telligence to the normal hearing indi- 
vidual? All other things being equal, 
do the deaf have as much native in- 
telligence as a normal hearing person? 
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If this is true then the whole problem 
of intelligence testing with the deaf 
is to measure the native intelligence 
of the deaf as adequately as thas been 
done for the hearing. In the: case of 
the deaf person, since the language 
factor is handicapped, this would 
mean that a true non-verbal test is 
needed. The results of this survey 
indicate that there may be two rea- 
sons that nfke it appear that the deaf 
are not equal in intelligence to the 
normal hearing population. 

The first reason is that even in the 
manipulation of non-verbal elements 
there is a possibility that sub-vocal 
speech is taking place to some extent. 
This idea of sub-vocal speech might 
be presented as a theory as to why 
the deaf are not able to function on 
the non-language tests as well as the 
hearing person. The non-language test 
is not then actually as much of a non- 
language test as it is intended to be. 
In this tvpe of test overt language is 
not called for but a certain type of 
language is. At least an easy or wide 
command of the language would still 
be a help if this theory is correct. 
Even if this sub-vocal speech theory 
is not correct, normal hearing per- 
sons find it easier to exchange infor- 
mation with their fellow human be- 
ings in that they are able to assimilate 
more knowledge even though the 
basic knowledge or intelligence of 
the deaf and normal hearing person 
is the same. This is evidenced in the 
interchange of reactions, discussions, 
and a freer state among the hearing 
in which information may be ob- 
tained with less effort. 

The second reason is that deafness 
is correlated with the intelligence of 
the home. The National Health Sur- 
vey (3) indicates a much higher in- 
cidence of deafness among persons of 
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lower income groups than among 
higher income brackets. This is prob- 
ably due to better medical care which 
the higher income groups are able to 
afford and to the fact that those with 
impaired hearing find it harder to 
compete economically with normal 
hearing persons. There is also evi- 
dence that the intelligence of this 
bracket is lower than that of the high- 
er income groups. Eells (9), in his 
study of social-status factors in in- 
telligence test items, found that on 
typical group tests children from 
working class homes do less well than 
children from middle class homes. 
If we were to take a stratified sample 
on a socio-economic dimension and 
match this with a normal hearing sam- 
ple, we might find a great deal of the 
apparent difference in_ intelligence 
would be accounted for. 


In evaluating the results of the 
studies of the personality of the deaf 
there is every reason to suppose that 
people who were not able to hear 
would develop different personality 
traits than those of the normal hear- 
ing individual in that they live in an 
entirely different environment. There 
needs to be a critical evaluation of the 
tests and studies that indicate that 
these people have adjusted relatively 
well to themselves and to their en- 
vironment. In the opinion of this 
author, there is reason to suppose that 
the environment itself is sufficiently 
different that these people should dif- 
fer in personality. Basically, hearing 
is necessary for a normal existence; 
and a lack or complete loss of it 
would be expected to cause some dis- 
turbance in the person’s adjustment. 
A large percentage of people who 
are able to hear fail to make a satis- 
factory adjustment, and life must be 
much more of a problem to someone 
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who has lost or never had the faculty 
of hearing. It appears that this person 
who has lost the means of communi- 
cation with the outside world would 
have every likelihood of developing 
quirks of personality. 

The deaf person is able to com- 
municate under limited conditions in 
that he is able to read lips, if he is 
looking at the person who is speak- 
ing. In the normal course of exist- 
ence, however, there are a number 
of danger signals which are auditory 
in nature and to which the deaf per- 
son is not able to respond. In the case 
of humorous situations which arise 
because of some audible pattern, 
everyone in the group may be laugh- 
ing at something that the deaf per- 
son is unable to comprehend due to 
his hearing deficiency. In the isola- 
tion of deafness there is a tendency 
for the imagination to work over- 
time. Seeing his friends or family 
laughing or talking without knowing 
what is being said has in many cases 
given rise in a person to a feeling of, 

‘They're talking about me.’ The next 
may be to imagine, “They’re 
plotting against me.’ This type of 
brooding and suspicion may lead and 
has lead to persecution complexes. 
The isolation of the deaf person, the 
ravation of head and the 
: -k of participation in conversation, 
all have a dangerous mental effect on 
any but the most stable and psycho- 
logically strong persons. In situations 
where this person is called upon to 
and to participate in 
everyday activities, the simple noises 
of automobile horns, noises of adults 
and children at work and at play, the 
simple ring of a telephone indicating 
a call from a friend, business associate, 
or a danger sign indicating fire near- 
by, the droning of the radio to which 


ste p 


noises, 


oc 
ic 


cross streets 


hearing individuals are conditioned, 
are completely lost to the deaf per- 
son. This position of ‘not belonging’ 
may also lead in time to a fear of 
people and a fear of new situations. 
is a small wonc several in- 
It a small wonder that several in 
vestigators have postulated that a deaf 
person tends to live in an atmosphere 
of despondency and suspicion. Rams- 
dell (32) in his work with military 
personnel who had acquired their 
deafness feels that 
. deafness accentuates the tendency of 
the suspicion in the person and may 
make an over sensitive person unduly 
suspicious of hostility in those around 
him. A person secure in his own emo- 
tional life will develop no paranoid 
trends even when deafened but the tend- 
ency toward paranoid reactions exists to 
some degree in nearly all of us, but is 
generally kept under control . . . deaf- 
ness seems to be a powerful stimulus to 
any latent paranoid trends in the per- 
sonality. 

Basically, the problem in studying 
the personality of the deaf is to un- 
cover how this deaf person is able to 
make a normal adjustment in his life 
and compete with the normal hearing 
person in an environment in which 
he is virtually an outsider. A large 
proportion of the studies to date have 
given information which appears to 
be contrary to actual observation of 
the deaf. If these studies are correct 
in their assumption that the deaf per- 
son has reached about the same level 
of adjustment as has the normal hear- 
ing person, except for slight differ- 
ences, then this investigator feels that 
it is important to study the methods 
being used with the deaf at the pres- 
ent time. If these people are able to 
adjust so well without the faculty of 
hearing, then many investigators 
would, no doubt, be interested in the 
methods employed with the deaf in 
an effort to incorporate these methods 
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into their own therapy with normal 
hearing individuals. 

The psychological studies of the in- 
telligence and personality of the deaf 
indicate that the two factors of in- 
telligence and personality are not en- 
tirely independent and that good ad- 
justment on the part of the individual 
tends to be associated with intelli- 
gence. Whatever may be said of the 
strength or weaknesses of the measur- 
ing instruments used to describe the 
intelligence and personality of the 
deaf, these instruments do contribute 
effectively in broadening knowledge 
of the deaf person’s capacities. While 
very few investigators are apparently 
satisfied with the present tools of 
measurement, it appears that the ju- 
dicious use of those available offers 
promise of perfecting and refining 
them as investigators discover their 
shortcomings through future research. 
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Speech Disorders 


Among European Military Personnel 


In World War I: Part 2. 


Harlan Bloomer 
Hide Shohara 


ARTICLES ON speech disorders arising 
from warfare, published in German, 
French, Italian and British medical 
journals or other scientific publica- 
tions issued within the period 1914 
through 1920, are summarized in the 
two parts of the present article. Part 
1 (4) was devoted to aphonia and 
dysphonia; Part 2 deals with mutism 
and deaf mutism, stuttering, and apha- 
sia and dysarthria. 


Deaf-Mutism and Mutism 


Incidence. Few statistics were found 
on the occurence of these disorders 
in the years 1915-1921. Max Seige 
(50) found that 7.2 per cent of all 
the hysterical cases entering his speech 
station in Germany over a period of 
seven months were afflicted with 
hysterical deaf-mutism. Of these, 63 
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per cent showed normal otological 
findings. There were twice as many 
cases of deaf-mutism as there were 
cases suffering from paralysis of the 
limbs. Eleven and one-half per cent 
of all hysterical cases had speech dis- 
orders and the disorders of speech 
were four times as numerous as dis- 
turbances of vision. Seige also noted 
that the percentage of all the neuroses 
showing deaf-mutism was 4.2, which 
is larger than the proportion found 
during periods of peace. Myers (38) 
noted that the order of frequency of 
speech defects in civil life (aphonia, 
dysarthria, mutism) was exactly re- 
versed in war. This observation is sup- 
ported by Hurst’s findings. 
Smurthwaite’s statistics for the Eng- 
lish army (51) are not directly com- 
parable to Seige’s, since his 260 cases 
include all speech disorders, not simply 
hysterical cases. About 92 per cent of 
his cases were aphonic, only 5 per 
cent mutes, the remainder stutterers. 
From Germany it was reported that 
99 per cent of all cases of psycho- 
genic deaf-mutism resulted from shock 
after explosion (44), and that func- 
tional impairment of the hearing ap- 
paratus resulted in 75 per cent of those 
soldiers exposed to explosion (56). 
According to Mott (36), mutism 
was not due to mental disturbance 
resulting from shell shock. He noted 
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that whereas one in 20 suffering from 
shell shock with no visible signs of 
injury lost his speech, these same men 
were quite able, on admission, to 
write a lucid account of their ex- 
periences. 

Etiology. Nearly all writers men- 
tioned explosion and shock resulting 
from explosions (sometimes the 
patient was partly buried by dirt and 
debris) as a cause of mutism or deaf- 
mutism. Hurst (26) and Scholz (49) 
mentioned other injuries connected 
with shock. Wyroubow (55) had in 
mind explosions when he mentioned 
contusion as a cause of mutism. 
Smurthwaite (5/7) included reference 


to laryngitis due to breathing gas. 
Contributing causes listed were ‘tem- 


porary physical weakness due to in- 
sufficient nutrition and overexhaustion’ 
[Seige (50)], and exhaustion in sub- 
jects with poor resistence owing to 
inherent or acquired defect [Mott 
(36)|. Myers (38), Hurst (26) and 
Nadoleczny (40) stressed noise, horror 
and terror, fear, anxiety and dis- 
pleasure as pathogenic influences. 
Myers (38) believed mutism to be 
a part of an inhibitory process W hich 
individual from the out- 
side world in order to protect him 
further Similarly, Bus- 
caino and Coppolo [quoted by Gloria 
(16)| believed that many of the 
symptoms observed owed their origin 
to a severe psychic shock caused by 
violent explosion. In many cases emo- 
tional elements exerted a predominant 
influence, if not an exclusive one. 
They also took into account the sub- 
jective preliminary condition of the 
soldier, noting that the difference in 
individual reactions to the same emo- 
tional influence depends on the pre- 
disposition of the individual. Some 
organisms easily adapt themselves to 
unforeseen shocks, even severe ones; 


isolates the 


from shock. 


others show a special tendency to 
react deeply and actively to the emo- 
tions. Some authors found other pre- 
disposing conditions such as a life- 


long history of nervous headaches, 
migraine, dizziness, irritability and 
fear [Hirschfeld (24)] and nervous 


tension [Sollier and Chartier (52) ]. 
About one-third of Myers’ cases (38) 
had a predisposing condition of nerv- 


ousness, stuttering, wounds or ex- 
posure. Sollier and Chartier enumer- 


ated nearly all of the above causes. 
Over one-third of Seige’s cases (50) 
of hysterical deaf-mutism showed 
hysterical sy mptoms in the pre-war 
period; about 6 per cent had a rather 
low mentality; 18 per cent had ear 
diseases, including slight catarrh of 
the middle ear; ‘only one had had 
speech disturbance (stuttering in 
childhood). 


Smurthwaite (5/7) believed mutism 
to be purely psychic: 
The mind 
functions 
troubles; 


and feelings act on bodily 

causing different functional 

mental and physical overexer- 
tion prepares the patient for fear or 
anxiety producing shock resulting in an 
emotional neurosis in the form of 
aphonia, mutism, etc. 

Even in cases of shock induced by 
laryngeal spasm due to irritation of 
noxious gas, the loss of voice per- 
sisted in psychogenic cases until some 
stimulation (mental or otherwise) re- 
moved it. Mott (36) suggested that 
mutism was due to an 

. inhibitory, functional paralysis of the 
voluntary nervous centers which control 
the management of the breath and its 
escape through the glottis, mouth and 
nostrils. For I have seen many cases 
where they have involuntarily and un- 
consciously in their dreams talked and 
uttered cries and swore. 

Many patients incorrectly attributed 
their mutism to catching cold [Nado- 
leczny (40)]. 
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Symptomatology. Wyroubow (55) 
described in detail the symptoma- 
tology of mutism and related speech 
afflictions resulting from explosions. 
Alterations of speech and voice were 
said to be characteristic in the psy- 
choses or psychoneuroses due to con- 
tusion. Usually associated with injury 
to the auditory apparatus; hearing loss 
might vary in duration, amelioration 
of the hearing loss occuring before or 
at the same time as reappearance of 
speech. He distinguished three funda- 
mental groups: (1) mutism, (2) whis- 
pered speech, and (3) falsetto voice. 

1. Mutism—complete silence. The 
patient tries to produce movements 
for sounds, but no speech comes forth. 
In three cases of complete mutism, 
weakness of tongue movements was 
noted. Contrary to deafness which 
always begins immediately after the 
contusion, mutism can develop at dif- 
ferent times. Most often, however, the 
appearance of mutism coincided with 
the appearance of deafness. It was not 
unusual for the deaf person to talk in 
a loud voice at first without hearing 
his own voice or that of anyone else. 
It was only after some time that he 
ceased to speak or produce sounds. 
Mutism was observed to last for sev- 
eral consecutive weeks (four to eight). 
After recovery the patient might ex- 
plain his loss of speech by saying that 
his tongue did not permit him to 
speak and that there was something 
wrong with his larynx. 

2. Whispered speech. This is the 
most common form of mutism. It 
might appear with the onset of deaf- 
ness or some time later. It sometimes 
represented a stage of transition from 
complete mutism, the patient exhibit- 
ing more effort and movement than is 
needed for ordinary w hispering. The 
rate of whispered speech was dimin- 
ished and rhythm was irregular, with 


interruptions and retardations develop- 
ing sometimes into a pronounced stut- 
tering. Whispered speech might be 
used for several weeks. Restoration of 
voice was slow, and the voice re- 
mained weak for a long time, retain- 
ing traces of irregularity of rhythm. 

3. Falsetto voice. This might co- 
incide with the onset of deafness or 
might appear after a short period of 
mutism, and might persist several 
weeks. The falsetto consisted in speak- 
ing with a weak voice or a voice of 
rather high pitch. The rate of speech 
was accelerated, the rhythm always 


irregular and broken. In other cases 
there was dysarticulation of words 


resembling sometimes a true stutter. 
The speech movements were exagger- 
ated, the tongue contracted convul- 
sively, the lips, face and neck muscles 
were tense, the rhythm of breathing 
was upset, strained inspiration was 
followed by convulsive expiration; in 
general speech lost its affective quality. 
Restoration to normal speech was 
gradual, and bore a definite relation- 
ship to restoration of hearing. There 
was frequentiy a diminished reflex of 
the uvula and pillars of the fauces, and 
pectoral vibrations were also dimin- 
ished. Restoration to normal speech 
was gradual, and bore a definite rela- 
tionship to restoration of hearing. 
Mott (36), as noted above, stated 
that loss of speech occurred in five 
per cent of patients suffering from 
shell shock with no visible signs of in- 
jury. As a rule the patients were un- 
able to whisper or produce any audi- 
ble sound even when they laughed, 
and were unable to cough. In severe 
cases they had difficulty in protruding 
the tongue and in swallowing. They 
understood all that was said to them 
unless deaf. Internal language was not 
affected and they could write. The 
sudden and varied manner in which 
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these mutes recovered their power of 
articulate speech and phonation was 
ascribed by Mott to a refractory con- 
dition of the voluntary cortical mech- 
anism of phonation. 


Less severe cases might be able to 
cough, whistle and blow out a candle, 
but could not whisper or talk. Less 
severe cases usually recovered more 
quickly than serious ones. Mott re- 
ferred to Bastian who noted that there 
might be more or less complete an- 
aesthesia of the pharynx in hysterical 
mutism. 

Loss of consciousness following an 
explosion [Sollier and Chartier (52), 
Myers (38), W. Scholz (49) and 
Gloria (/6)] and amnesia on recover- 
ing consciousness [Hurst (25), Myers 
(38)| were common symptoms of 
deaf-mutism from shell shock. Myers 
(38), Pflug (44), Putelli (46), and De 
Sandro (7) observed pharyngeal an- 
aesthesia or anaesthesia of the tym- 
panic membrane. Among the motor 
disturbances characteristic of these 
two afflictions were paralysis of the 
vocal folds [Hurst (25), Pflug (44), 
De Sandro (7), and Sollier and Char- 
tier (52)]. Muck (37) found that 
paralysis left the larynx ‘in the posi- 
tion of adductor paralysis,’ although 
Scholz (49) found the larynx intact 
and the vocal folds moving freely in 
cases of mutism. Myers (38) stated 
that although complete paralysis of 
the articulatory parts is rare in mut- 
ism, their movements are usually 
clumsy and restricted. De Sandro (7) 
and Scholz (49) referred to convul- 
sions as a Concomitant of mutism. 

Sollier and Chartier (52) reported 
profound respiratory difficulties of 
mutes (short, shallow breath, inability 
to sigh or yawn, short and aphonic 
cough and ‘suppressed laughter). 
Hurst (25) noted that the patient 
might not be able to expire with 


enough force to whistle or blow out 
a candle. According to Pflug (44) 
one characteristic of deaf-mutism 
was defective breathing. Myers (38) 
mentioned tremors, Pflug (44) inco- 
ordinated movements, and De Sandro. 
(7) observed contractures and various 
vasomotor and secretory disturbances 
although normal vegetative move- 
ments of the throat and mouth were 
preserved. Smurthwaite (5/) noted 
that difficulty in breathing brought 
on intense emotional reactions and 
that choking sensations caused loss of 
voice. He also stated that gassed 
patients complained of tightness in 
the throat, a condition having its 
advent at the time of gassing. Inflam- 
mation of the vocal folds was noted 
by Nadoleczny (40) in 40 per cent 
of his cases of mutism, but he believed 
that this had no bearing on the speech 
disorder. 


Therapy. The therapy for mutism 
was oftentimes the same as that used 
in the treatment of aphonia and 
dysphonia. Various methods of treat- 
ment were discussed by Nadoleczny 
(40), Gloria (16), and Sollier and 
Chartier (52). A large number of cases 
as reported by Smurthwaite (51), 
Artwinski (2), Wyroubow (55), 
Hurst (26) and others recovered spon- 
taneously with rest as the only treat- 
ment. The most frequently employed 
therapy, if we may judge from the 
published reports, was faradization. 
This was first used by Kaufmann 
{see Barth (3)] who accompanied it 
by suggestion and active exercises in- 
itiated by sharp military commands. 
Urbantschitsch (54) claimed to be 
the first to use a technique of ‘over- 
whelming’ the patient (‘Ueberrum- 
pelung’) in connection with faradiza- 
tion. Faradic current (oftentimes 
strong enough to cause pain) was ap- 
plied to the speech organs or the re- 
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gion of the ears. He maintained that the 
sudden shock-like stimulus combined 
with a lively, painful sensation ‘over- 
whelmed the psyche’ and prevented 
any interference with the innerva- 
tions of speech movements. Zange 
(56) used faradization only in severe 
cases of sudden deaf-mutism. Scholz, 
(49) used an ‘electric’ treatment three 
wecks in one instance of mutism with 
the result that the patient recovered 
speech but stuttered. Kaess (28), who 
used suggestion, did not succeed in 
speeding up the cure by the use of 
faradization. Pflug (44) found faradi- 
zation ineffectual unless accompanied 
by Kaufmann’s other recommenda- 
tions. Hirschfeld (24) cured the ma- 
jority of his patients of mutism by 
faradization and suggestion. Smurth- 
waite (5/7) did not recommend faradi- 
zation. Artwinski (2) used faradiza- 
tion in the region of the ears and 
accompanied the electrical treatment 
by suggestion. 

Suggestion was used in other ways 
than in connection with faradization. 
Myers (39) obtained some success by 
the use of suggestion under hypnosis 
in the treatment of cases of mutism 
caused by shock. His procedure was 
to convince the patient of previous 
successes by the suggestion method. 
The patient imitated the doctor’s 
vocal movement, then coughed to 
get a sound. He then produced con- 
sonants and finally proceeded to syl- 
lables and words. Muck (37) was 
made famous by his _ball-method, 
referred to in the section on apho- 
nia (4), which consisted in suddenly 
inserting a metal ball, 1 cm. in diam- 
eter, into the larynx and pushing it 
against the rear commissure. On hear- 
ing his own voice the patient was con- 
vinced that he could produce voice 
and started phonation. Kaess (28) ac- 
companied suggestion by repeated 


compression of the larynx from both 
sides for brief periods. The patient 
was instructed at the same time to 
breathe, phonating as violently as 
possible. After vowels were success- 
fully pronounced, he went on to syl- 
lables and sentences. Hurst (26) be- 
lieved that ‘after the patient is con- 
vinced that he will recover, it is im- 
material what form of treatment is 
used so long as it is accompanied by 
vigorous persuasion.’ O'Malley. (41) 
asked the patient to phonate with a 
laryngeal mirror placed in position. 
If the vocal folds did not approximate, 
rubbing of the pharynx and fauces 
usually stimulated secretion and re- 
flex adduction of the folds with a 
cough. This method also appears to 
have involved suggestion. 
Wyroubow (55) observed that the 
reappearance of speech often followed 
diverse modes. In some cases the 
patient began to speak in ordinary 
voice, albeit somewhat feebly. Some- 
times speech reappeared under the in- 
fluence of a strong emotion. It re- 
turned also when the patient was per- 
suaded to pronounce monosyllables 
after the doctor. In other cases it re- 
appeared first as whispered speech 
and gradually became stronger. It 
began sometimes by utterance of in- 
articulate sounds in addressing others. 
Often the strained movements of 
mouth and breathing muscles served 
as a prelude to restoration of speech. 
Hurst (26) succeeded in restoring 
speech most often by direct sugges- 
tion or some sudden emotion which 
broke down inhibition so that the 
patient cried out from pain or excite- 
ment or in nightmare. Participation in 
choral singing was sometimes effec- 
tive. Dub (8) cured cases of deaf- 
mutism as follows: Deafness was 
treated first. He informed the patient 
in writing that his hearing would be 
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restored first, and then his speech. The 
patient was then taken into a dark 
room and his eyes were tightly bound. 
Then the light was turned on. Two ear 
catheters were inserted through the 
nostrils toward the eustachian tubes, 
and the mild faradic current was ap- 
plied. Hearing often returned in the 
first treatment; if not, more current 
was applied allowing one-minute in- 
tervals between applications. 

Hurst (26) found hypnosis success- 
ful only in resistant cases. Stansfield 
|see Mott (36)] placed little faith in 
hypnosis or auto-suggestion, especially 
in the early stages of treatment.'Myers 
(39) recommended hypnosis when 
suggestion was not successful. 

Anaesthesia was employed in many 
cases. Putelli (46) believed that nar- 
cosis was a valuable method of cure, 
holding that even in cases where a 
cure was not effected, it had a diag- 
nostic value. Penhallow (43) reported 
that one English soldier, afflicted with 
deaf-mutism, began to speak loudly 
when narcosis by ether began. He 
recovered entirely. De Sandro (7) re- 
ported that etherization often brought 
quick and complete cure, and he be- 
lieved that the irritation of the mucous 
membrane by the ether contributed 
to the cure. Massei (34) reported 
several cures by etherization, but also 
several failures. Moriondo (35) was 
pessimistic about the effectiveness of 
narcosis as a Curative measure. 

(50) 
ment for 
breathing, 


recommended as treat- 
deaf-mutism prolonged 
rest, and abstinence 
from smoking and alcohol. To these 
Stansfield (cited, 36) added sleep, 
easily assimilated diet, stimulation of 
appetite and attention to excretions. 
Zange (56) recommended complete 
isolation of the patient without any 
psychological stimulus that would re- 
mind him of the frightful events. 


Seige 


bed 


Marx (33) regulated breathing by 
systematic exercises, making a transi- 
tion from breathing to whispering, 
then to speaking, which must begin 
violently and explosively, during the 
expiratory phase. Light pressure might 
be put on the larynx at the beginning 
of phonation. 

Pflug (44) described in detail his 
methods of treatment. In severe cases 
hospitalization was necessary, and a 
distinction was made between newly- 
arisen cases and older illnesses. In the 
newer cases rest was the chief treat- 
ment. After two or three days the 
patient was able to speak and hear 
for the most part if simultaneous 
psychic treatment was given. In cases 
of failure recourse was made to sys- 
tematic breathing exercises. In long- 
standing cases leave was denied and 
confidence inspired by demonstrating 
cured cases to the patient. This was 
done in the first few days, then 
breathing exercises were begun, and 
the patients were induced to phonate, 
perhaps by the aid of coughing. 
Faradic currents applied to the sur- 
face in the vicinity of the larynx 
always failed; intralary ngeal currents 
usually gave better results. 

Lombard and Baldenweck [quoted 
by Gloria (/6)]| proposed a method 
for treatment of hystero-traumatic 
mutism, consisting in suppression of 
auditory control of voice. The method 
was based on the principle that when- 
ever the ears are deafened there is 
observed in the patient normally a 
rise in the pitch of the voice, probably 
as the result of the sudden loss of 
the auditory control over the in- 
tensity of the sound uttered in normal 
phonation. The authors effected cures 
in three cases of hystero-traumatic 
mutism not accompanied by bilateral 
deafness. The authors obtained the 
effect by means of a telephone re- 
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ceiver in which the current was in- 
terrupted by a simple sound inter- 
rupter. It was possible to obtain the 
same result by causing a current of 
water to pass into the two auditory 
canals or by blowing air with a rubber 
tube inserted into the canals. The 
subject was instructed to watch the 
lips of the doctor and count from 
one to ten. The patient would im- 
mediately begin to move his lips, 
pronouncing the words slow ly with 
a dysphonic voice. By continuing the 
deafening process and thereafter by 
gradually carrying the apparatus fur- 
ther away when the voice seemed to 
be normal, the patient heard his own 
voice and was freed of all disturbance. 
The three cases cited by the author 
were cured. This method was said 
also to be effective for the detection 
of simulated deafness. 

Concerning prophylaxis of deaf- 
mutism, the authors found in the 
literature very little beyond what is 
implied in the results of treatment 
mentioned above. The point of view 
expressed in the following statement 
by Dr. Stansfield (cited, 36), however, 
is of interest. 

I believe that a great deal could be done 

toward reducing the number of these 

cases and the severity of the attack of 
those which do occur, if commanders in 
the field could be induced to impress 
upon their men the importance and 
necessity of taking rest and sleep when- 
ever possible; rest in the horizontal posi- 
tion being of great value by reducing the 
blood-pressure and thus relieving tension 
even if absolute sleep is not obtainable. 

Prognosis. Reports of prognosis vary 
greatly. In general most physicians 
found that treatment by suggestion 
gave successful results. Some failed to 
cure by faradization or by anaesthesia, 
while others reported success. Breath- 
ing exercises were used successfully 
in some cases in preliminary training 
in control of breath. Even when em- 


ploying the same methods some ther- 
apists secured cures quickly, others 
after long treatment or not at all. 


Stuttering 


Incidence. References to stuttering 
in the literature of speech and voice 
disorders in soldiers are not found 
as frequently as might be supposed. 
This problem was oftentimes discussed 
in connection with mutism, aphonia 
or aphasia, since it often occurred as 
a sequela of these disorders. Although 
the number of men with these symp- 
toms was probably large, it is pos- 
sible that it was not considered to be 
a seriously handicapping disorder. 

Hirschfeld (24) stated that its oc- 
currence was frequent and that its 
symptoms ranged from complete 
mutism to light spastic stuttering as 
a result of psychogenic disturbances 
following shell explosion. Mott (36) 
stated that stammering, stuttering and 
verbal repetition were among the 
most common disorders of speech 
along with mutism and aphonia. 
Smurthwaite (57) found only 10 cases 
out of 260 patients suffering func- 
tional disorders of speech and voice. 
Helmcke, Panconcelli-Calzia and 
Weygandt (23) reported five cases of 
stuttering acquired during the war 
and five cases in which stuttering had 
been present before the war. 

Etiology and Pathogenesis. Froe- 
schels (/4) treated large numbers of 
stutterers in the Military Hospital 
No. 4 in Vienna. He described three 
types of cases: (1) old cases grown 
worse, (2) cases with no injury to the 
central nervous system, and (3) cases 
of stuttering resulting from skull 
wounds. Of the first group, 11 patients 
reported that stuttering followed shell 
explosion. These cases revealed no in- 
ternal injuries. One case was reported 
in which stuttering developed slowly 
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from physical and mental hardships. 
This patient was cured by the use of 
cold water baths, bromides and speech 
training. Prideaux (45) described two 
types of stammering in war psy- 
choneuroses: the first, a true hysterical 
type (Freud’s ‘conversion hysteria’) 
and the second, a psychasthenic type 
in which the dread of stammering 
perpetuated the disorder. The latter 
condition was said to occur in rela- 
tionship to words and incidents asso- 
ciated with past emotional experiences 
(Freud’s ‘anxiety hysteria’). As evi- 
dence that this was a psychoneurotic 
disorder, Prideaux mentioned that 
stutterers do not stutter in their sleep, 
while standing on their heads, or 
singing or whispering. He noted that 
they stuttered less or not at all when 
talking to inferiors or when reading 
aloud to themselves. 

Gutzmann (1/9) attributed the or- 
igin of stuttering to emotional condi- 
tions, but said it usually occurred in 
soldiers who had shown an earlier 
predisposition or stuttered before the 
war. Five cases which he treated had 
been ‘cured’ when they were children 
or young men and developed stutter- 
ing again as a result of emotional 
shock. He ascribed stuttering to psy- 
chogenic factors even in the case of 
wounded men. Harms (2/) also de- 
scribed stuttering as a speech dis- 
turbance due to psychic injuries. 

Liébault (30) was of the opinion 
that stuttering, aphonia and mutism 
were all forms of anarthria or dysar- 
thria and hence represented a motor 
difficulty. As such, stuttering might 
occur immediately after shock. God- 
frey (17) believed that stammering 
resulted from incoordination between 
the articulatory and respiratory mus- 
cles. He noted the existence of neu- 
rotic history and temperaments of 
nervous excitability. In certain pa- 


tients, neurasthenic conditions (per- 
sistent muscular tremor, insomnia, 
functional paralyses, etc.) may have 
been present previously, but had dis- 
appeared leaving only the stuttering. 

Symptomatology. Stuttering was 
often mentioned as a symptom sec- 
ondary to some other disorder such 
as mutism or aphonia. Smurthwaite 
(51), and Hurst (26, 27) referred 
to stuttering as a stage in the recovery 
from mutism. Gloria (16) described 
dysarthria and stammering in a case 
recovering from mutism. The patient 
in this instance said he had always 
stuttered. Rayneau and Boutet (47) 
described a case of stuttering second- 
ary to deaf mutism. The stuttering 
disappeared after a few days of re- 
education. Scholz (49), and Hurst and 
Gill (27) mentioned a tendency to- 
ward stammering in patients recover- 
ing from aphonia. According to the 
latter authors, the stammering could 
be overcome within a few minutes by 
persuasion and reeducation. Froeschels 
(11) stated that no two cases of stut- 
tering are alike. In an earlier article 
he referred to a case of a soldier who 
showed clonic stuttering and then 
tonic stuttering after faradization dur- 
ing recovery from aphonia. Froeschels 
regarded this development from clonic 
to tonic stuttering as proof of his own 
theories regarding the development 
of stuttering.’ 


As mentioned in the section on 
etiology, some authors regarded stut- 
tering as a motor disability. Liébault 
(30) found that all stutterers showed 


*Froeschels (14) stated that in his belief 
all stutterers passed through three stages of 
development: (1) simple repetition of syl- 
lables and sounds, (2) a stage of exercise or 
exaggerated movements of the speech or- 
gans, and (3) a stage dominated by spasti- 
city, tonic cramps, and conspicuous attend- 
ant movements of the other parts of the 
body. 
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bad breathing mechanics and that 
those who recovered normal speech 
rapidly had nearly normal vital capac- 
ity and respiratory function. He re- 
ferred to the opinion of Chavigny 
that the symptoms of war stuttering 
were more exaggerated than symp- 
toms of true stuttering; stuttering 
might also occur subsequent to 
mutism. 


MacMahon (3/) stated that shell- 
shock stammering was not like ordi- 
nary stammering. In shellshock there 
was a severe inhibition of speech 
usually accompanied by amnesia. The 
total picture was suggestive of aph- 
emia. 

Froeschels mentioned that a diag- 
nostic sign differentiating aphonia 
from stuttering was that the patient 
with hysterical aphonia could not use 
will power to speak whereas the stut- 
terer could. Wyroubow (55) de- 
scribed stuttering as associated with 
falsetto voice and said that the rate 
of speech was accelerated, rhythm 
irregular and breathing disrupted. 

Davidenkoff (6), in an interesting 
article, described a ‘dysarthria pselli- 
forme’ caused by shell explosion. He 
regarded this disorder as a form of 
traumatic dysarthria. The patients 
showed a tendency to repeat initial 
syllables twice. The symptoms of this 
disorder were considered to be dis- 
tinguishable from ordinary stuttering 
in that there were no_ breathing 
anomalies and no blockages. It dif- 
fered from hysterical disorders in that 
it underwent a gradual regression. 
The author compared it to aphasic 
stuttering, and noted that in the exam- 
ination of patients suffering from this 
disorder, one might find disbalance of 
the two cerebral hemispheres. The 
left hemisphere was most often af- 
fected, resulting in a slight paralysis 
of the right face and tongue. He thus 


regarded ‘dysarthria pselliforme’ as an 
organic sign of functional deficiency 
of the cortical language centers. 

Treatment. The treatment most fre- 
quently prescribed for stuttering con- 
sisted of breathing and speech ex- 
ercises, psychotherapy, electrical stim- 
ulation or some combination of psy- 
chotherapy and speech drills. Rothe 
(48) advised that war stutterers be 
treated by philosophical study, espe- 
cially the study of Stoic philosophy 
which distracts the attention of the 
patient from himself as a sufferer and 
induces him to conquer pain, embar- 
rassment, anger, et cetera through 
self-control and the knowledge of 
human nature as disclosed by will and 
reason. From the standpoint of a 
Stoic, stuttering is a test imposed by 
fate to show that the individual can 
control himself. 


MacMahon (3/) believed that ther- 
apy was not necessary in mild cases. 
For the more severe cases he recom- 
mended breathing exercises, vowel 
drills emphasizing resonance, and con- 
sonant drills in which the voiced 
consonants were produced slowly and 
voiceless consonants were produced 
quickly with immediate initiation of 
the vowel sound. Mental strain should 
be avoided and the training should be 
undertaken gradually. Relaxation of 
the throat and tongue muscles was 
considered to be helpful. 

In 1919 Froeschels (1/1) recom- 
mended the use of long continued 
exercises which have a_ beneficial 
effect. Hypnosis was also considered 
to be helpful, but electrotherapy was 
regarded as useless for stuttering. 
Froeschels described breathing and 
voice exercises, and advised sugges- 
tive therapy for certain types of cases 
(especially developmental stuttering) 
and the use of nonsense syllables. The 
therapist should explain to the pa- 
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tient that no real difference exists 
between nonsense syllables and con- 
nected speech. Breathing and phona- 
tion exercises modified from Gutz- 
mann were also considered to be use- 
ful. Only in certain cases was strong 
faradic current recommended. 

Marx (33) cured seven out of nine 
stutterers by regulation of breathing, 
electrical treatment and _ systematic 
exercises. Stein (53) reviewed the 
methods of Klenke, Gutzmann, Liep- 
mann, Aronsohn and Froeschels. He 
was not completely satisfied with any 
of the methods advised by these 
therapists, and he devised a ‘therapy 
in which he asked the patient to speak 
or read syllables, making a pause of 
equal length between each two sy l- 
lables. The length of the pauses was 
gradually reduced until a normal rate 
of speech resulted. With each pause, 
the speech organs were supposed to 
assume the rest position. 

Prideaux (45) was of the opinion 
that a cure could be attained through 
suggestion. He stated that if the phys- 
ical therapies were successful, it was 
because of their suggestive effects. In 
his opinion, one must discover the 
underlying psychic cause of stutter- 
ing. This was usually to be found in 
the past emotional experiences which 
gave rise to mental conflict and re- 
The first moment of stam- 
mering was regarded as of diagnostic 
importance. One should investigate 
the surrounding circumstances and get 
the patient to talk about them. Stut- 
tering was then to be removed by 
persuasion or suggestion. Following 
this should come a short period of 
mental analysis and explanation which 
was necessary to establish a complete 
cure. The phy sician should explain to 
the patient w hy he stutters, reassure 
him of the ultimate removal of stut- 
tering and tell him that stuttering is, 


pressi« yn. 


Goldstein 


after all, merely an expression of a 
condition of the mind, like weeping, 
in which he is not conscious of the 
cause. 

Prognosis. There is scanty reference 

prognosis except insofar as it is 
implicit in the reports of cure or 
failure under treatment. The most 
complete discussion of this subject 
was found in an article by Alexander 
(1) who stated that traumatic stutter- 
ing of mild and easy grades showed 
favorable prognosis with 26.4 per cent 
cure. The rest improved. Treatment 
was not successful among 14.8 per 
cent of the severe cases of high grade 
traumatic stuttering. This percentage 
represented 5.5 per cent of the total 
number of traumatic stutterers. Post- 
typhoid stutterers presented a favor- 
able prognosis if treated long enough. 
Long standing developmental stutter- 
ing of severe ty pes was considered to 
present an unfavorable prognosis. 


Aphasia and Dysarthria 


Incidence. Aphasia, dysarthria and 
amnesia formed a relatively small per- 
centage of the total war casualties in- 
volving disturbances of speech and 
voice. The incidence could not be 
clearly determined but the number of 
cases evidently was not inconsiderable. 
(18) examined about two 
thousand cases of skull and brain in- 
juries due to gunshot wounds. Al- 
— not all of these men are stated 

» have shown aphasic symptoms, it 
is to be inferred that a significant 
number were aphasic. By 1918 Froe- 
schels (10, 11, 12, 13) and his associ- 
ates had treated over 1000 cases of 
speech disturbance due to head in- 
juries or mental troubles. Some of 
these were aphasic and dysarthric. 
Foix (9) reported 100 cases seen in 
the treatment center under Pierre 
Marie. Marie and Foix (32) stated that 
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speech defects of traumatic origin 
occurred with remarkable frequency, 
corresponding to the frequency of 
cranial wounds. Helmcke, Panconcelli- 
Calzia and Wey gandt (23) reported 
the existence of six cases of aphasia 
in a group of 78 men under treatment 
in their clinic. Oppenheim (42) pre- 
sented data on 215 cases suffering head 
wounds. The findings of Henry Head 
(22) are too well known and too 
easily accessible to justify discussion 
here. 

From the foregoing few references, 
however, it is apparent that the prob- 
lem of brain injury in relation to 
speech was considered an important 
one during World War I. The dis- 
cussion of aphasia and dysarthria are 
combined because the sy mptoms are 
usually described together in the 
articles surv eyed. According to Gutz- 
mann (/9) every case of aphasia 
showed some dysarthria symptoms. 

Etiology. Aphasia in military per- 
sonnel was usually ascribed to brain 
injury associated with cranial wounds 
due to projectiles, but some authors 
mentioned aphasic cases believed to be 
due to other causes. Marie and Foix 
(32) ascribed the majority of aphasias 
to the effect of cranial wounds, but 
stated that not infrequently they 
could be due to a fall on the head or 
to the effects of a distant explosion. 
They grouped speech defects result- 
ing from head injuries into three 
categories: (1) aphasic and anarthric 
syndromes consecutive to lesions of 
the left brain, caused by projectiles of 
war; (2) other speech difficulties ob- 
served in the case of patients suffering 
head injuries (blows on the head, 
etc.); and (3) difficulties of speech 
traumatic in origin, but without 
wound. The last group was said to 
show different clinical pathology and 
symptoms from the others, but these 


differing symptoms were not clearly 
described. ; 

Claude (5) claimed to have found 
two cases of motor aphasia among 
142 cases suffering indirect shock 
without actual external wound. Léri 
(29) reported cases of shock without 
direct injury which resulted in pure 
motor aphasia with anarthria and al- 
most complete agraphia. There was 
no deafness or blindness. Clearness of 
mind was relatively well preserved, 
but memory for past events, abstract 
ideas, calculation, and other intel- 
lectual functions were altered. 


Symptomatology. The characteris- 
tics of this affliction varied consider- 
ably from patient to patient, so that 
generalizations must be made with 
caution. 

Froment (/5) stated that traumatic 
aphasias were always accompanied by 
loss of intellectual function, and that 
this was true also in cases of transitory 
traumatic aphasia, even though the 
language difficulties were no longer 
apparent. He mentioned 12 such cases 
resulting from lesions in the left 
parietal region. 

Goldstein (/8) found that speech 
disturbances due to war injury did not 
differ in principle from those observed 
in disease except that spontaneous re- 
covery occured more frequently in 
the former, and that not all forms of 
aphasia seen in disease cases were 
found in traumatic injuries; for ex- 
ample, pure word deafness was never 
observed. Disturbances of hearing 
were frequent in injury cases. He 
further stated that motor aphasias 
were most frequently encountered, 
while sensory aphasias were rare. 
Amnesic aphasia (either transient or 
permanent) was often seen; trans- 
cortical motor aphasia was often ob- 
served to result from lesions of the 
frontal lobe. Liepmann described a 
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man who could sing, but could not 
pronounce words except when aided 
by rhythm and melody, or by auto- 
matized cue. 

Marie and Foix (32) treated aphasia 
and anarthria as closely related sub- 
jects, in which anarthria was due to 
lesions in the inferior third of the 
ascending frontal convolution and a 
small adjacent area of the posterior 
extremity of the second and third 
frontal convolutions. The lesions re- 
sulted in three types of anarthria: one 
showing complete or almost complete 
improvement (corresponding to the 
more anterior lesions), another show- 
ing marked residue of dysarthria, 
often with some very slight aphasic 
symptoms (corresponding to the more 
posterior lesions), and a third showing 
slowness and scanning speech with 
slowing of ideation (corresponding 
to the higher lesions, and analagous 
to that which one observes in the 
profound anterior frontal lesions). 
The aphasic symptoms were also asso- 
ciated with regional lesions of the 
cortex in the temporal region, supra- 
marginal gyrus, angular gyrus, and 
marginal or superficial lesions of the 
speech center. 

Oppenheim (42) described the oc- 
curence of aphasia, dysarthria, mutism 
and aphonia in association with am- 
nesia and retrograde amnesia. In retro- 
grade amnesia, loss of language ele- 
ments occurred in the following 
order: proper names, substantives, ad- 
jectives, verbs, exclamations and ges- 
tures. Retrograde amnesia was im- 
proved either by ‘treatment’ or by 
reeducation. In the recovery of lan- 
guage he observed that the cases con- 
formed to ‘the law of Ribot’ in that 
the return of memory followed the 
inverse order of the loss. Amnesia 
was said to be associated with dysar- 
thria, mutism and aphonia and with 


diverse varieties of aphasia as a re- 
sult of cranial lesions in the region of 
the language centers. Hallez (20) 
noted the rather rare occurrence of 
paralysis of the facial nerve (VII) 
accompanied by symptoms of slow 
rate of speech, disturbance of lingual 
and labial sounds, and difficulty in 
chewing. 

Treatment. Goldstein (18) urged 
that the treatment be adjusted to the 
nature of the case as revealed by 
psychological tests, including tachis- 
toscopic examination. If the sub- 
stratum of the brain for certain func- 
tions had not been completely de- 
stroyed, the patient might be able to 
learn to do things as before. If it had 
been destroyed, the patient would 
have to build up compensatory per- 
formances. Goldstein stressed the need 
for individualized training and educa- 
tion adjusted to the needs and abilities 
of the patient. He presented the de- 
tails of therapy for several cases. 

Systematic articulation drills were 
recommended by Goldstein (18) [see 
also Froeschels (/2)|. The therapist 
was advised to use them as exercises, 
making certain that training was also 
provided in connected speech, since 
‘we do not speak combinations of 
syllables; we speak words.’ Particular 
attention was paid to the fact that the 
learning of certain sounds facilitated 
the learning of others. Frequent repeti- 
tion was considered to be very im- 
portant. Recommendations for the im- 
provement of reading and writing 
disabilities were also presented. 

Froment (/5) stated that systematic 
reeducation stressing auditory stimu- 
lation, if undertaken in time, was 
beneficial in cases of limited cranial 
lesions. Froeschels (72) recommended 
the use of miniature toys (objects of 
household use, animals, dolls, etc.) 
in instructing aphasic patients. Paretic 
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muscles were to be treated by Swedish 
massage, faradic current and exercises. 
Language and speech training were 
highly recommended by Helmcke, 
Panconcelli - Calzia and Weygandt 
(23). They reported the successful 
use of reading of single sounds, then 
one-syllable words, followed later by 
longer groupings. One patient was 
directed to assemble printed letters 
according to dictation. 

Oppenheim (42) recommended re- 
education of a type employed for 
mentally retarded children and that 
this should be supplemented by the 
use of nerve tonics, physiotherapy and 
psychotherapy. 

Prognosis. The prognosis was vari- 
able. Froment (/5) stated that trau- 
matic aphasia frequently had a good 
prognosis, sometimes recovering rapid- 
ly, although one could not expect 
complete recovery. Some slight hesi- 
tancy, language faults, et cetera re- 
mained accentuated by emotion or 
illness. The prognosis ‘should be de- 
termined on the basis of extrinsic 
elements, and not on the basis of the 
site, extent, or depth of the lesion; 
difficulties of language comprehen- 
sion were thought to have a more un- 
favorable prognosis than motor apha- 
sias; the therapist should rely more 
upon the patient’s demonstration of 
ability to learn new words, rather than 
upon the number of words conserved 
after injury. He recommended study 
of the diverse intellectual functions of 
the traumatic aphasic. Marie and Foix 
(32) described anarthric syndromes 
which were remarkable for their 
tragic beginning and their successful 
transformation. After a period of 
absolute speechlessness, the recovery 


sometimes became complete, and 
sometimes left only a slight residue 
of dysarthria. The strictly aphasic 


sy ndromes had a more unfavorable 


prognosis than the anarthric; the 
period of absence of speech was 
usually followed by a long period of 
aphasic difficulties with general dimin- 
ution of intelligence; profound lesions 
of the areas intermediary to those 
whose destruction caused anarthria 
and aphasia gave rise to total aphasia, 
profound and relatively incurable. 


Summary 


A review has been given of informa- 
tion derived from a survey of Euro- 
pean scientific periodicals dealing with 
speech and voice disorders of soldiers 
in the first World War. The subjects 
of aphonia and dysphonia, mutism and 
deaf-mutism, stuttering, and aphasia 
and dysarthria are discussed under the 
sub-topics of incidence, etiology and 
pathogenesis, symptomatology, treat- 
ment and prognosis. An attempt has 
been made to present without critical 
comment or evaluation the facts and 
theories as interpreted from the orig- 
inal sources. A brief description of 
some of the major speech rehabilita- 
tion centers of the European Continent 
is included. The survey is confined 
almost entirely to publications issued 
between the years 1914-1920. Articles 
dealing with military personnel of the 
United States are not included. 
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Book Reviews 


(Editor’s note: Beginning with this issue, 
the scope of Book Reviews has been broad- 
ened so that it may better serve our readers 
with information about new publications 
which are directly or indirectly related to 
speech and hearing. This section will con- 
tinue to print evaluative reviews of the 
more directly related books; but as a new 
service, there will be added in each issue a 
list of all current publications in which 
readers might be interested. The aim is to 
make Current Publications as up to date and 
complete as possible in order to provide a 
reliable cumulative bibliography in this field. 

Where our readers’ interests may be 
served better by presenting brief abstracts 
or annotations of new books or pamphlets, 
such abstracts will be given in place of the 
extended evaluative review. In this way in- 
formation will be made available about a 
— number of publications than hereto- 
ore.) 


Irwin, Joun V. ann Durry, Joun K. Speech 
and Hearing Hurdles: A_ Practical 
Guide and Handbook for Classroom 
Teachers and Parents. Columbus, Ohio: 
School and College Service, 1951. Pp. 
95. $1.20. 


The sub-title of this booklet states its pur- 
pose and should indicate its limitations for 
those who might be misled by the pub- 
lisher’s blurb stating that ‘undoubtedly it 
will serve as a brief text for many training 
classes in colleges and universities. The 
authors make no such claim and obviously 
did not write with any such intent. As a 
guide to classroom teachers and parents the 
book has much to commend it. It is sim- 
ply and clearly written. It can be under- 
stood and appreciated by the layman; and 
the reading is made very easy by use of 
the double column and explanatory sub- 
heads. 

Areas covered are Language Develop- 
ment of the Child, Children with Delayed 
Speech, Articulatory Problems of Children, 
Stuttering Problems of Children, Children 
with Defective Hearing, Voice Problems 
of Childhood, Cerebral Palsied Children, 





Book Reviews is edited by Kenneth 
Scott Wood, University of Oregon. 


and Children with Cleft Palate. It will be 
seen that the major ‘speech and hearing 
hurdles’ are considered, but this reviewer 
feels that too much valuable space is de- 
voted to a discusison of cerebral palsy. The 
book does not devote enough space to 
speech and hearing problems which are 
more common to parents and classroom 
teachers. 

The authors have made an important 
contribution with their chapter, Children 
with Defective Hearing. They have ex- 
plained problems of hearing so that they 
can be understood by the layman, and the 
great number of practical suggestions will 
be easy to apply. The section on hearing 
aids is especially helpful. 

The chapter on stuttering is also well 
done, but this reviewer was disappointed 
that a list of positive suggestions for the 
handling (not treatment) of stutterers in 
the secondary stage was not presented as 
it was for primary stutterers. Three useful 
appendices are included: Discovering the 
Hearing Defective Child, A Hearing Pro- 
gram for School and Community, and 
Specimen Audiograms. One wonders why 
the authors emphasized hearing to the ex- 
clusion of such matters as a Speech Program 
for School and Community. 

In recommending the book to parents 
or teachers it may be well for the speech 
correctionist to repeat warnings that the 
authors perhaps do not emphasize enough: 
that the information in this handbook is 
not adequate to allow the parent or teacher 
to attempt to treat all kinds of disorders. 
For example, in the chapter on delayed 
speech the authors suggest that if the child’s 
speech is interrupted because of illness dur- 
ing the age of eight to eighteen months, 
‘jt may be necessary for his parents to pick 
up at this stage and begin his speech train- 
ing at the level at which it was interrupted.’ 
This reviewer has never found a parent 
who was capable of doing this job without 
some training and the help of a specialist. 

It seems well to point out, however, that 
the objections raised here are minor and 
that the book would be valuable if used 
with a full understanding of its limitations. 


Heroitp Littywuite. 
lowa State Teachers College 


Harms, Ernest (Editor). The Handbook of 
Child Guidance. New York: Child Care 
Publications, 1950. Pp. 751. $6.00. 


One of the difficulties in the relatively im- 
mature field of child guidance has been the 
problem of gathering information from 
scattered articles and publications and some- 
how reducing them to practical applica- 
tion. Ernest Harms, with all humility for the 
scope of his task, has attempted to furnish 
some relief from this difficulty. The aim of 
this volume, as stated by the editor in his 
preface, is ‘to outline the broad fundamental 
problems which the science of child guid- 
ance must encompass.’ 

The book is divided into eight parts: 
Part I, The Development of Child Guidance 
in the U. S.; Part Il, Guidance of the Nor- 
mal Child; Part Ill, Guidance of the Phys- 
ically Handicapped Child; Part IV, Guid- 
ance of the Problem and Sub-normal Child; 
Part V, Training for Child Guidance; Part 
VI, Social Aspects of Child Guidance; Part 
VII, Religious Aspects of Child Guidance; 
and Part VIII, Special Viewpoints for Guid- 
ance. 

The approach used has advantages to offer. 
The choice of chapter contributors is, in 
general, good. It presents an adequate survey 
of background material and, as a general 
source book, should be a worthwhile ad- 
dition to the library of those who work in 
the field or are preparing for such work. 
The section on religious aspects, in pre- 
senting the approach of the Roman Cath- 
olic Church, the Protestant Churches, the 
Jewish Community, and the Society of 
Friends, may be not only of theoretical 
value, but also useful material for person- 
nel working in child guidance, especially 
when the worker attempts to deal with the 
problems of the child or parents whose early 
training included one of the religious ap- 
proaches described. Taken with the social 
aspects, the material may permit a more 
complete understanding of the child as he 
views his world. 

Probably the primary weakness of this 
book rests in the final section on theoretical 
viewpoints. In our opinion, any broad sur- 
vey, as outlined by the statement of aim, 
should either present a more complete cov- 
erage or exclude the theoretical approaches 
entirely. While it is true that the theories of 
Freud, Adler and Jung are important, it is 
also true, for example, that the Rankian 
theory is conspicuous in its absence. The 
thinking and practice of Frederick H. Allen 
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are not described. Play therapy, as non- 
directively utilized by Axline, or more di- 
rectively applied by Levy in his theory of 
release therapy, receives only cursory treat- 
ment in the book. 

As a general source book covering the 
present status of child guidance, this edited 
volume has advantages. If the reader is 
searching for theoretical explanation or a 
complete presentation of therapeutic ap- 
proaches, he may find the book lacking. 

Rosert D. Boyp. 


Community Child Guidance Clinic 
Portland, Oregon 


Kanner, Leo. In Defense of Mothers. 
Springfield, Ill.: Charles C. Thomas, 
1950. Pp. 167. $3.00. 


This ‘folksy, comforting, non-academic 
little volume prepared especially for tense, 
jittery, upper-class mothers may seem at first 
glance too full of simple homespun truths 
and cracker barrel philosophy. But the pro- 
fessional standing of Dr. Kanner (Director 
of the Children’s Psychiatric Service at 
Johns Hopkins University) causes one to 
read soberly his plea for ‘common sense,’ for 
dignity in parenthood, for some kind of 
encystment from the strident advice of 
psychologists, psychiatrists, radio, television 
and billboard advertising. His lines are 
punchy and epigrammatic; his stories of 
children he has known are interesting; the 
caricatures which liberally sprinkle the 
pages are arresting. 

Dr. Kanner’s thesis is: “There is no raid 
shelter from the verbal bombs that rain 
on contemporary parents. The weird words 
and phrases confuse and scare them .. . 
oedipus complex, inferiority complex, mater- 
nal rejection, sibling rivalry, conditioned 
reflex, schizoid personality, repression, re- 
gression, aggression. . . Let us close the door 
to the din which issues from the pseudo- 
psychological markets.’ 

He reminds us that true democracy and 
respect for others begins in the nursery. He 
reassures that there is no danger in highly 
stimulating stories and motion pictures if 
the child is essentially adjusted. He warns 
against: ‘smother love,’ overly planning a 
child’s environment, encouraging and abet- 
ting hypochrondia, labeling a child, and 
worrying over thumbsucking. 

A particularly well written chapter is 
Their Daily Bread, in which the author dis- 
cusses anorexia and points out that food- 








taking has become a psychological tool in 
the eternal struggle between children and 
parents. ‘Eating is not a major issue unless 
and until a major issue is made of eating.’ 
No fresh pomt of view is presented in his 
discussion of sex education. 

There are very few references to studies 
in the fields of psychology, psychiatry, 
pediatrics or dietetics (except for Clara 
Davis’s studies of food preferences in chil- 
dren). There are no footnotes or bibliogra- 
phy. In fact, one is constantly reminded of 
a well written series of articles for the Sun- 
day supplement. This book would be of as- 
sistance to the speech or hearing correc- 
tionist as a volume to put in the hands of 
an over-wrought, neurotic mother. 

Sue Earnest. 
San Diego State College 


Kirk, SaMuet A. AND JoHnson, G. OrviLLe. 
Educating the Retarded Child. New 
York: Houghton Mifflin Co., 1951. 
Pp. 434. $3.00. 


Increased attention to special education 
for handicapped children has emphasized 
the need for information on educational 
methods for the retarded. This book an- 
swers many questions about curriculum 
construction and about methods for teach- 
ing children with low intelligence. 

The first part of the text discusses the 
classification, etiology, and diagnosis of 
mental retardation. After defining the con- 
ventional categories, the chapters present a 
unified classification designed for educa- 
tional purposes rather than for clinical 
diagnosis. 

The second section gives a history of 
special education from the time of Jean 
Marc Itard to the present and includes 
a listing of principles to be followed in 
organizing special classes for mentally re- 
tarded children. 

Programs for the special classes at various 
levels are discussed in Part Three; Part 
Four is concerned with special teaching 
procedures in reading, spelling, writing, 
arithmetic, and the practical arts. The value 
of improving speech and developing lan- 
guage is implied in the general discussion, 
although speech training receives only 
brief direct mention. 

As a general introduction to the field 
of special education for the mentally handi- 
capped, this book would be a good sup- 
plement to the library of the speech ther- 
apist. One of its most useful features is an 
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annotated bibliography of more than 40 
pages listing books and articles, most of 
them published within the past 10 years, 
that deal with the characteristics of the 
mentally retarded and with the philosophy 
and principles of special education for the 
mentally handicapped. 

Cuartotre G. WELLs. 
University of Missouri 


Porteus, Srantey D. The Porteus Maze 
Test and Intelligence. Palo Alto: Pacific 
Books, 1950. Pp. 194. $4.00. 


Those concerned with the problem of as- 
sessing the intelligence of the language 
handicapped will ignore the implications of 
this little volume to their own serious detri- 
ment. In spite of the fact that he never 
directly addresses himself to this thorny 
task, Dr. Porteus has written a book rich in 
ideas upon which workers with the hard 
of hearing and the linguistically deficient, 
with a little ingenuity and research, can 
readily capitalize. In addition, all profes- 
sional people interested in intelligence and 
its measurement will find here a charm of 
writing, a cogency and tough-mindedness 
of argument, and a practicality closely re- 
lated to theory that are most desirable 
and engaging. 

It has been Porteus’s intent to review the 
studies of the validity of his Maze Test, 
devised in 1914 and widely used ever since. 
Along the way he has much of importance 
to say about the diagnosis of mental defect, 
delinquency, organic brain damage, and 
racial differences in intelligence. 

He begins by attacking the difficult prob- 
lem of defining intelligence. According to 
Porteus, the most useful definition (and 
consequently the most useful and relevant 
guide to intelligence test construction) 
must be a functional one that takes into 
account the individual’s ability to take care 
of himself in a social context, his capacity 
for social adaptability. This capacity im- 
plies (a) the ability to assimilate and put to 
use his social inheritance, and (b) the abil- 
ity to make original contributions to that 
inheritance. In both instances, planning is 
a necessary function. Defining intelligence, 
then, as the capacity for making planned 
responses to an increasing range of relevant 
stimuli, Porteus claims that his Maze Test 
most effectively taps this characteristic of 
planfulness or foresight. In support of his 
claim, Porteus argues from four major 


sources of evidence; intercorrelations of the 
Maze Test with other tests, studies with the 
feebleminded, studies with delinquents, and 
studies with lobotomized patients. 

In a number of investigations, the Maze 
Test has shown consistent correlations with 
the Binet (1916 version) of the order of .50. 
More importantly, it relates significantly to 
a wide variety of instruments for assessing 
intellectual performance of many types. For 
example, r’s are reported of 41 with the 
Gates Spelling Test, .68 with the Kohs 
Block Designs, .24 with the Thorndike- 
McCall Reading Test, .35 with a Rational 
Learning Test, and .57 with Spearman’s g. 
These and other similar correlations, all 
positive and significant, are explained on 
the ground that since all are tests of intelli- 
gence in some sense, they have in common 
a factor of planning capacity. The Maze 
is heavily saturated with this foresight fac- 
tor and therefore yields the relationships 
obtained. Further, since the Maze requires 
no special or mechanical abilities other than 
that required to guide a pencil between lines, 
it is uncomplicated by performance factors 
developing as a result of cultural oppor- 
tunity. 

This idea is further adumbrated through 
results derived from applying the Maze to 
mental defectives, delinquents, and lobo- 
tomy cases. In all three groups, one of the 
paramount reasons for their characteristic 
inadequacy of social adjustment (lack of 
intelligence in Porteus’s definition) is im- 
pulsiveness or an incapacity to make 
planned, foresightful responses. In terms of 
the thesis of this book, one would predict 
that they would do poorly on the Maze. 
The prediction is borne out in a number 
of careful studies, many of which were con- 
ducted by Porteus himself and by his asso- 
ciates. He points out in detail the fact that 
the Binet is often inadequate in the diagnosis 
of mental defect owing to the penalty it 
attaches to linguistic deficiency which can 
result from environmental barrenness, the 
failure of the Binet (and presumably similar 
tests) to show differences between delin- 
quents and non-delinquents, and the tend- 
ency for tests well saturated with language 
items to hold up in the face of cerebral 
damage. Such failures are taken as demon- 
strations of the inadequacy of tests which 
rely heavily on information, verbal com- 
prehension, and cultural familiarity with 
performance items to tap intelligence as 
Porteus functionally defines it. 
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Before pointing out some problems in 
this briefly summarized position, it is worth 
stating explicity that those concerned with 
speech and hearing handicaps are often con- 
fronted with the necessity for assessing in- 
tellectual ability in just these functional 
terms. Further, they are frequently forced 
to make their assessments in situations where 
the Binet and similar tests are simply not 
applicable owing to the type of handicap 
dealt with. It seems quite possible that 
the Maze might prove highly useful if ade- 
quate norms were established and validated 
against such functional criteria as educabil- 
ity and social competence. 

This type of normative research seems to 
be the most glaring gap in Porteus’s other- 
wise rather convincing chain of evidence. 
His arguments rest on work with highly 
deviant groups and not on studies covering 
the whole range of intelligence in indi- 
viduals who are not feebleminded, loboto- 
mized or delinquent. Until such investiga- 
tions are carried out, a healthy skepticism 
still seems to be called for on the ground 
that the deviant groups may have some- 
thing in common that is not important when 
one works with relatively ‘normal’ subjects. 
There is also a need for a test of the notion 
that the Maze taps planfulness or foresight 
as a psychological function. When the test 
can be shown to predict usefully a be- 
haviorally defined non-test criterion of the 
capacity to make planned responses, it can 
be much more comfortably accepted. It is 
quite possible again that the commonality in 
Maze performance among Porteus’s deviants 
is attributable to something other than fore- 
sight as a trait. 

But these are tasks still to be done. Mean- 
while, Professor Porteus has pointed out a 
most promising road. 

Epwarp JosepH SHosen, Jr. 
Columbia University 
Teachers College 


Brown, Victor L. The New Way to Better 
Hearing Through Hearing Reeducation. 
New York: Crown Publishers, Inc., 
1951. Pp. 226. $3.00. 


The author claims the development of a 
system of auditory training which differs 
appreciably from other methods. He claims 
that his hearing reeducation system ‘is an 
improvement over other systems, and its 
most important and effective features are 
original and not to be found in other pro- 
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grams for improving the hearing. The ad- 
vances are so radical, advantages and bene- 
fits so great that it outmodes and replaces 
current hearing programs wherever it is 
used.’ Previous methods, he feels, relegate 
the reeducation aspects to a minor role, and 
do not consider the possibility of improving 
hearing without a hearing aid. “The effect of 
the hearing aid approach is to exclude and 
offer no assistance to probably half of all 
hard of hearing persons, patients whose 
type or degree of hearing loss, occupation 
or temperament make it inadvisable for them 
to wear a hearing aid. 

Browd’s book presents his hearing re- 
education system in a clear and straightfor- 
ward manner. He develops in detail the 
principles and methods fundamental to it 
and includes a considerable amount of les- 
son material. 

The basic principles of the Browd system 
are: (1) Functional hearing deteriorates be- 
yond any physical inability to hear resulting 
from damage. Every hard of hearing person 
has a hidden hearing power and systematic 
hearing reeducation can free this power and 
convert it into useful hearing. (2) The hard 
of hearing person has become conditioned 
to hear poorly in certain situations. Hearing 
reeducation for those specific situations must 
be given before he can hope to hear in 
them. (3) The hard of hearing person must 
be reeducated to distinguish sounds. 

The author presents a hearing disability 
questionnaire which covers such specific 
situations or areas of performance as person 
to person conversation, telephone conversa- 
tion, confidential conversation, motion pic- 
tures, etc. If an individual suffers any degree 
of difficulty in any of these areas, a course 
of hearing reeducation is indicated. Direc- 
tions and rules are given for the patient and 
for the assistant who has been selected (with 
the help of further directions) to lead the 
lessons. The assistant (professional or non- 
professional, it matters little) is provided 
with adequate samples of lesson material for 
a complete home course. The author assures 
the patient that he can be restored to rela- 
tive excellence of hearing performance if he 
follows the directions of the assistant who 
is to give a private 10-minute lesson five 
days per week for a period of a few weeks 
or, at most, a few months. In addition, the 
author provides complete instructions for 
the patient to follow during the course of 
the day. There are special modifications of 
and additions to the reeducation program 
which, according to Dr. Browd, make it 
suitable for all sorts of special cases such 


as the patient with only a mild hearing dis- 
ability, the severely deafened patient, the 
elderly patient, the child, and the person 
with normal hearing who has one poor ear. 
The reader may be skeptical of a book 
which claims that within its pages are suf- 
ficient instructions and materials for an un- 
trained assistant to effect the hearing re- 
education of any of such a wide variety of 
patients, and that, if necessary, the patient 
may regain the use of his hearing without 
leaving his home. He may be even more 
skeptical of a system which purports to re- 
habilitate the hard of hearing and at the 
same time ignores the areas of speech read- 
ing and speech insurance, and which states 
that tinnitus, sensations of itching in the ear 
canals, and a feeling of fullness or pressure 
will disappear in almost every case as hear- 
ing improved through hearing reeducation. 
KenNeETH O. JoHNsoNn. 
Veterans Administration Hospital 
San Francisco 


Licutroot, Georcia F. Personality Charac- 
teristics of Bright and Dull Children. 
Teachers Coll. Contrib. to Educ., No. 
969. New York: Bureau of Publications, 
Columbia University, 1951. Pp. 136. 
$2.35. 


This is a study of 104 children from the 
public schools of New York City to deter- 
mine if personality differences exist between 
bright and dull children. The author con- 
cludes that there are some statistically sig- 
nificant differences, and explains the nature 
of these. 


Watson, Rosert I. The Clinical Method 
in Psychology. New York: Harper and 
Brothers, 1951. Pp. 779. $5.00. 


The author designed this book primarily 
as an advanced undergraduate or graduate 
text. A short introduction deals with The 
Clinical Method, the second part with Diag- 
nostic Appraisal, and the third part with 
Psychotherapy. By intention of the author 
hardly any case history material is included 
in the book because he is ‘convinced that 
the best way for the clinician to under- 
stand the practice of clinical psychology is 
to work with his own cases rather than imi- 
tate others after a perusal of case reports.’ 

Over 400 pages are devoted to diagnosis 
and the use of various tests of personality 
and intelligence, and 200 pages are given 
to methods in psychotherapy. 


Ayer, Aurrep J. Language, Truth and 
Logic. New York: Dover Publications, 
Inc., 1950. Pp. 160. $3.00. 


This book rejects metaphysics and pre- 
sents some of the issues of the empiricist 
approach to knowledge in which the au- 
thor holds that the only significant truths 
are those which can be verified by expe- 
rience. Eight chapters are entitled: The 
Elimination of Metaphysics, The Function 
of Philosophy, The Nature of Philosophi- 
cal Analysis, The A Priori, Truth and 
Probability, Critique of Ethics and Theol- 
ogy, The Self and the Common World, 
and Solutions of Outstanding Philosophical 
Disputes. 
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Abstracts 


Bixver, L. anp THompson, J. Speech guid- 
ance in the elementary school. West. 
Speech, 15(4), 1951, 46-48. 


The classroom teacher should know some- 
thing about speech to help the child in early 
school years. She should also understand 
talking readiness, the normal speech develop- 
ment of children, and the bases of good 
speech practice in the classroom. (C.G.W.) 


Fortune, G. J. A community welfare agency 
and a university cooperating in a speech 
and hearing program. Amer. J. publ. 
HIth Nation’s Hith, 41, 1951, 139021394. 


The organization of the Cleveland Hear- 
ing and Speech Center as a Community 
Fund agency affiliated with Western Re- 
serve University is described. This combined 
program, dedicated to service, teaching, pub- 
lic education, and research, was initiated in 
June, 1945. Cooperative programs were set 
up with university hospitals and professional 
schools with teamwork clinics. The Center 
is affiliated with 101 other Community Fund 
agencies and this liaison allows for student 
internships and field work not otherwise 
available. As a result of such combined ef- 
forts, it was found that efficiency was in- 





Abstracts is edited by Eugene T. McDon- 
ald, Pennsylvania State College, assisted by 
the following committee: Asa J. Berlin, 
Pennsylvania State College; Leo G. Doer- 
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Frick, Western Michigan College of Educa- 
tion; Lester L. Hale, University of Florida; 
Jack Matthews, University of Pittsburgh 
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J. Villarreal, University of Texas; Charlotte 
G. Wells, University of Missouri. The com- 
mittee systematically reviews 203 journals 
for articles of interest to members of ASHA. 
Students and other members are encouraged 
to submit abstracts. Directions for preparing 
abstracts may be obtained from the ab- 
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creased with less cost to the community or 
university. (G.M.P.) 


Moncvr, J. P. Environmental factors differ- 
entiating stuttering children from non- 
stuttering children. Speech Monogr., 28, 
1951, 312-325. 

The purpose of this investigation was ‘to 
determine whether or not there are any dif- 
ferentiating factors in selected aspects of the 
environments of stuttering and non-stutter- 
ing children which might be of etiological 
significance in maladjustment in general and 
in stuttering specifically.’ Forty-eight stut- 
terers and an equal number of non-stutterers 
matched according to age, sex, school place- 
ment and residential area were studied. A 
questionnaire consisting of 330 items was 
prepared to cover the symptomatology of 
maladjustment, discipline, eating habits and 
training, sleep habits and training, toilet and 
sex training, parental frictions, sibling ri- 
valry, excessively high standards, illness in 
the family, presence of extra adults in the 
home, the broken home, speech development 
and environment, and the basic needs of the 
child. Only the mothers of the children were 
interviewed. 

The author concludes that ‘the stutterers, 
as a group, were subjected to more adverse 
environmental influences than were the non- 
stutterers, and that they were noticeably dis- 
turbed by these factors in that they dis- 
played more symptoms of general maladjust- 
ment other than stuttering itself than did the 
children in the non-stuttering group.’ 


(D.CS.) 


Sueenan, J. The modification of stuttering 
through non-reinforcement. J. abnorm. 
soc. Psychol., 46, 1951, 51-63. 

Stuttering was considered as learned be- 
havior reinforced by relief from anticipa- 
tory anxiety upon completion of the stut- 
tering. The experimental variable consisted 
of a non-reinforcement situation in which 
the subject repeated the stuttered word until 
read without stuttering, before proceeding 
with the reading of the experimental pas- 
sage. Subjects under the experimental condi- 
tion showed a significant reduction in stut- 
tering. Stuttering was held to be subject to 
the same laws of behavior as other adjustive 

processes. (C.R.E.) 


Lassers, L. The stutterer in our public 
schools: how can we help him most ef- 
fectively. West. Speech, 15, 1951, 19-29. 

Under the chairmanship of Leon Lassers 

a panel composed of Margaret Letzter, 

Ruth Brace, Alma Wedberg, Ruth Clark, 

James Carrell, and Kenneth Wood discussed 

such topics as sanity in stuttering therapy, 

group therapy through creative outlets, 
types of therapy for discovering and releas- 
ing tensions in the stutterer in the primary 
grades, group therapy for young stutterers, 
the choice of a basic approach, and the 
modification of the stutterer’s home environ- 
ment. Members of the panel have written 
their comments for Western Speech in this 
article. (C.G.W.) 


Dovctass, E. The symptomatology and de- 
velopment of stuttering. Canad. med. 
Ass. J., 64, 1951, 397-401. 


The author confines his discussion to the 
development and symptomatology of stut- 
tering, presenting one typical case history. 
He differentiates primary and secondary 
stuttering clearly, staying close to the bare 
essentials necessary to enable the reader to 
grasp the approach to the problem. The 
thinking is closely allied to that of Wendell 
Johnson and Charles Van Riper. (S.J.O.) 


VitrareaL, J. anp BLackwe tt, T. Projective 
tests in planning therapy for stutterers. 
Sth. Speech J., 16, 1951, 251-259. 

This article reports an investigation of the 
use of projective tests as guides to plans of 
therapy for individual stutterers, on the as- 
sumption that stuttering involves the emo- 
tions as well as the speech manifestations. 
The projective tests reveal needs of which 


the therapist might other remain unaware. 
(C.G.W.) 


Hovucuton, W. G. Rehabilitation of the cleft 
palate patient. Amer. J. Orthodon., 37, 
1951, 611-622. 


This article describes in a general way the 
psychological trauma that can occur in both 
parents and children because of the presence 
of a cleft palate, and points out the need for 
rehabilitation of these people. A background 
of present day thinking is presented concern- 
ing specific rehabilitative procedures. This 
includes a description and rationale for the 
Brophy method, and the research findings 
of Slaughter and Brodie concerning early 
radical surgery as having a possible trauma- 
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tizing effect on facial and dental growth. 
Three cases with illustrations are presented, 
describing in detail the surgical and ortho- 
dontic procedures, the planning, —— 
ment and use of the required speech appli- 
ances, and a general history of their rehabili- 
tation and how it affected their lives. In all 
of the cases presented emphasis is placed 
upon preparing the individual for speech 
therapy, and upon the effects of the over-all 
therapy program on his social and psycho- 
logical adjustment. A very detailed descrip- 
tion of speech therapy procedures is given. 
A ‘conversational silence’ technique is de- 
scribed as a method for breaking down old 
speech habits and instilling a serious attitude 
in the patients. This was used for about the 
first three weeks of therapy. (G.S.) 


Cooper, H. K. Cleft palate: dentistry’s op- 
portunity. J. Amer. dent. Ass. 42(1) 
1951, 37-47. 


This paper presents a comprehensive view 
of cleft palate rehabilitation. Although the 
author recognizes other professions such as 
psychology, speech correction, and medicine 
as components of a team approach to cleft 
palate problems, the primary responsi- 
bility is on the dental profession. He sup- 
ports his thinking by tracing the divorce of 
dentistry and medicine in both training and 
treatment. He further intimates that this arti- 
ficial dichotomy of an individual extends to 
the semantic level and has influenced the 
amount of appropriations available for cleft 
palate rehabilitation. The person as a total 
integrated unit is emphasized throughout the 
paper, demonstrating what can happen to a 
patient when only one aspect of the indi- 
vidual is considered. The effects of too early 
surgery on facial and dental growth are 
shown. Many resultant deformities could be 
avoided with a closer relationship between 
surgeon and dentist. A functional relation- 
ship is also shown between dentistry and 
speech training. An obturator alone cannot 
result in normal speech because of the many 
compensating tongue habits that have devel- 
oped before palatal rehabilitation. Because 
the person is being treated as a whole, a 
psychologist is also thought to be an im- 
portant member of the team. Since society 
is becoming more aware of this problem, 
not only from a medical and dental view- 
point but from a psychological, speech, edu- 
cational and vocational viewpoint as well, 
representatives from all of these areas are 
necessary for the best results. Two typical 
cases from the Lancaster Clinic are presented 








showing the sequence of their rehabilitative 
nage ge as planned and carried through 
»y the professional team approach. (G.S.) 


Harkins, C. S. The role of the prosthodon- 
tist in the rehabilitation of cleft palate 
patients. J. Amer. dent. Ass., 43(1), 1951, 
29-34. 


Ihe article describes seven responsibilities 
of the prosthodontist in cleft palate rehabili- 
tation. If he is the first specialist contacted, 
the prosthodontist can assume the role of di- 
rector of a team of specialists. As director, 
his responsibilities are: (1) To construct a 
functional prosthesis for speech, esthetic and 
mastication purposes. (2) To refer patient 
to a speech clinician after completion of the 
prosthesis. (3) To refer patient for plastic 
surgery if necessary. (4) To become ac- 
quainted with the personal, social and emo- 
tional problems of the patients and refer 
them to the proper specialists. (5) To know 
where financial support can be obtained if 
necessary. (6) To arrange for follow-up 
exams of prosthesis and oral cavity. (7) To 
objectively follow the patient's progress 
through rehabilitation. 

If he is not the first specialist contacted, 
his responsibilities are limited to those of a 
co-worker on the team and would include 
numbers 1 and 6 mentioned above. The arti- 
cle then goes on to describe the allied areas 
with which a prosthodontist must be famil- 
iar if he is to construct a functional speech 
appliance. Six basic requisites for the con- 
struction of a functional speech appliance 
are listed. These requisites consider the vari- 
ous dimensions and structural properties of 
the appliance as they are related to the pro- 
duction of speech. (G.S.) 


Baxwin, R. M. anno Bakwiyn, H. Cerebral 
palsy in children. J. Pediat., 39, 1951, 
113-122. 


[his article discusses cerebral palsy from 
the psychological standpoint including a 
brief resumé of etiology and clinical evalua- 
tion. Emphasis is placed on discussion of 
mental function and personality character- 
istics, and there is an excellent guide to man- 
agement of children with this handicap. 
(S.O.R.) 


Huser, M. The speech rehabilitation of the 
cerebral palsied. West. Speech, 15(4), 
1951, 13-16. 


This presentation of material prepared for 
a meeting of the Medical Association in- 
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cludes discussion of the types of cerebral 
palsy; the speech problems associated with 
it; the effect of the disability on the social, 
educational, and vocational adjustment; the 
general sequence of speech therapy in cere- 
bral palsy cases; and the importance of the 
speech therapist as part of the cerebral palsy 
team. (C.G.W.) 


Greesy, D. McL. Organization of a clinic 
for care and treatment of children with 
cerebral palsy. Arch. phys. Med., 32, 
1951, 451-455. 


A comprehensive program designed to 
meet the problems of the cerebral palsy pa- 
tient, family and society should include a 
group clinic, proper educational facilities, 
and community activities. A hospital group 
clinic is described and a treatment program 
outlined. Main emphasis is placed on the 
need for a group approach and parent teach- 
ing in all phases of cerebral palsy manage- 
ment. (S.O.R.) 


Dennorr, E. ann Howpen, R. H. Pediatric 
aspects of cerebral palsy. J. Pediat., 39, 


1951, 363-373. 


Criteria for evaluating the physical, men- 
tal, and emotional aspects of the cerebral 
palsied in infancy have been given clearly 
and concisely. The article is directed to de- 
veloping a fuller understanding of the pedia- 
trician’s role in diagnosis, management, and 
parent counseling. (S.O.R.) 


Denuorr, E., Smirnorr, V. N. ann Ho.pen, 
R. H. Medical progress: cerebral palsy 
(concluded). New Engl. J. Med., 245, 
1951, 770-777. 

This paper reviews progress made in eval- 
uating and habilitating patients with cerebral 
palsy. It covers new technics in psychomet- 
ric testing, projective technics, motor re- 
education, orthopedic treatment, neurosur- 
gery, revascularization, drug therapy, speech 
therapy, etc. They stress the holistic ap- 
proach with utilization of medical corrective 
technics, various modalities in physical, oc- 
cupational and speech therapy and integra- 
tion of special education and play in the 
total scheme. Emphasis is placed on an un- 
derstanding of the emotional handicaps of 
patients with cerebral palsy and their par- 
ents in combination with psychiatric guid- 
ance as an essential part of therapy. 
(G.M.P.) 





Gnutetre, H. E. Common deformities in 
cerebral palsy. Arch. phys. Med., 32, 
1951, 447-450. 

The author briefly discusses the types and 
treatment of deformities likely to be found 
in the different types of cerebral palsy cases. 
She points out that the majority of deformi- 
ties are seen in spastic and rigidity types, and 
the most frequent deformities occur at the 
ankles and knees. (S.O.R.) 


Martrn, R. V. ann Spiro, S. The problem of 
dental care in cerebral palsy. Dent. Dig.. 
57, 1951, 211. (Adapted from Medical 
Times, 79, 1951, 214-215.) 

This is a brief descriptive article con- 
cerned with the approach to dental prob- 
lems of the cerebral palsied. The importance 
of knowledge of the type of cerebral palsy 
is pointed out, and its relationship to dental 
treatment and anesthesia is shown. The au- 
thors state that the presence of speech handi- 
caps could prevent the cerebrai palsied child 
from both reporting and locating his dental 
problems. Caution is to be exerted in avoid- 
ing traumatic incidents, both physical and 
psychological, which could result in per- 
sonality and emotional abnormalities. (G.S.) 


Crotners, B. Cerebral palsy in relation to de- 
velopment. Amer. J. Dis. Child., 82, 
1951, 1-6. 

This presidential address delivered at the 
last annual meeting of the American Pedi- 
atric Society presents a philosophical view 
of the field of abnormal child development. 
The author feels that overemphasis has been 
placed on protection in childhood and that 
our attention should be directed toward 
modification of independence in adult life. 
(S.O.R.) 


Freeman, W. ann WiiuiaMs, J. M. Lesions 
of transorbital lobotomy. Arch. Neurol. 
Psychiat., 66, 1951, 191-198. 

The authors present a report on the ne- 
cropsy of 15 specimens in which there had 
been severance of the thalamofrontal radia- 
tion for relief of pain and in major psy- 
choses. The findings included minor lesions 
of the skull and dura with little traumatiza- 
tion of the cortex. (J.A.H.) 


Miutnorat, A. Progressive muscular dystro- 
phy. Crippled Child, 29 (2), 1951, 6-7, 
28. 

A description of the typical symptoms, 
progression, and suspected pathogenesis of a 
disease which cripples thousands of chil- 
dren and adults. (J.V.F.) 
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Coun, R. Interaction in bilaterally simul- 
taneous voluntary motor function. Arch. 
Neurol. Psychiat., 65, 1951, 472-476. 

Bilateral interaction of the cerebrum in 
voluntary motor acts is discussed. Tech- 
niques for precise study of the phenomena 
and significance of the phenomena in com- 
plex voluntary acts and neurophysiological 

theory are elaborated. (C.R.E.) 


Gutnerie, T. Visual and motor changes in 
patients with multiple sclerosis. Arch. 
Neurol. Psychiat., 65, 1951, 437-451. 

Increased dysarthria is seen, among other 

responses, in multiple sclerotic patients as a 


response to total and partial body heating. 
(C.R.E.) 


Kasten, S. anp Henpin, J. Language devel- 
opment in a group of children with 
spastic hemiplegia. J. Pediat., 39, 1951, 
476-480. 


A study of 67 case histories of children 
with spastic hemiplegia led the authors to 
conclude that language development is based 
on mental potential rather than on the sever- 
ity or side of the cerebral lesion. (S.O.R.) 


Wo prine, S. ano Dirken, M. N. J. Site and 
extension of bulbar respiratory centre. 

]. Neurophysiol., 14, 1951, 227-241. 
The site and extent of the respiratory cen- 
ter in rabbits was studied by two different 
techniques, the recording of action poten- 
tials from spontaneous discharges and from 
selective localized electrical stimulation. 
Two separate areas were located, a ventro- 
medial inspiratory area situated mainly in 
the reticular substance at the level of the en- 
trance of the vagi, and a dorsolateral expira- 
tory area connected with the spinal tri- 
geminal root laterally and having a medial 
course parallel to the solitary tract. (C.R.E.) 


Dirken, M. N. J. anp Woxprine, S. Unit ac- 
tivity in bulbar respiratory centre. J. 
Neurophysiol., 14, 1951, 211-225. 

Bulbar respiratory center function of rab- 
bits was studied through the use of ampli- 
fied spike-potentials obtained via bipolar 
microelectrodes. Three types of response in 
respiratory rhythm were distinguished. Cen- 
tral vagal, expiratory, and inspiratory activ- 
ity showed characteristic frequency curves 
and response to varied modification of affer- 
ent impulse flow. The effect of vagal stimu- 
lation of the respiratory centre was felt to 
be only inhibitory. (C.R.E.) 
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Kuinerer, M. Nystagmus of the soft palate 
due to trauma. Schweiz. Arch. Neurol. 
Psychiat., 64, 1949, 253. 

The case history of a man 35 years of age 
at the time of a head injury is presented. 
Upon examination one year after the injury 
he was found to show nystagmus on upward 
gaze and rhythmic myoclonic twitching in- 
volving both sides of the soft palate. This 
twitching was also observed in po posterior 
wall of the pharynx and in the left vocal 
cord. (J.A.H.) 


Russett, W. R. Disability caused by brain 
wounds. J. Neurol. Psychiat., 14, 1951, 
35-39. 

Follow-up review of 1,166 cases seen at 
the Military Hospital for Head Injuries, 
Oxford, England and in mobile neurosur- 
gical units in various theatres of war. Major 
emphasis is given to the effects of injuries to 
different areas of the brain and the problems 
of rehabilitation. The use of a ‘paramount’ 
(punched key-sort) card to facilitate an- 
alysis of the cases is described. (C.R.E.) 


Jervis, G. A. Brain damage in the child: a 
sequela of maternal isoimmunization 
with the B factor. Amer. J. Dis. Child., 
79, 1950, 495-496. 

A case history is presented of a girl from 
birth until death at 6 years of age. It is 
posited that in the absence of Rh incom- 
patibility, erythroblastosis fetalis, jaundice 
and kernicterus may result occasionally 
from maternal isoimmunization by the A or 


B blood factors. (J.A.H.) 


Dott, E. Neurophrenia. Amer. J. Psychiat., 
108, 1951, 50-53. 


Neurophrenia is suggested by the author 
as a substitute term for ‘brain damage’ be- 
cause it provides a more adequate symbol, 
etymologically and clinically, for both etio- 
logical and behaviour factors referred to 
central organic involvements occurring dur- 
ing these developmental years. The term is 
further explained, its usefulness argued, and 
its clinical symptom-complex discussed. 
(C.R.E.) 


PasaManick, B. Anticonvulsant drug ther- 
apy of behavior problem children with 
abnormal electroencephalograms. Arch. 
Neurol. Psychiat., 65, 1951, 752-759. 


The author reports an experiment carried 
out in 1946 involving 21 boys between the 


ages of 6 and 13 years. In some instances a 
speech defect was a part of the behavior 
problem presented. Experimental therapy 
based on the use of amphetamine sulfate, 
diphenylhydantoin sodium, trimethadione 
and methylphenylethylhydantoin is de- 
scribed. Effects of the therapies tried are 
summed up as ‘generally disappointing.’ 


(J.A.H.) 


Anperson, F. M. Pneumoencephalography in 
children. Bull. Los Angeles neurol. Soc., 
16, 1951, 125-136. 


A review of 400 cases where pneumoence- 
phalography was performed on children ex- 
hibiting convulsive disorders, mental retar- 
dation, hydrocephalus, suspected neoplasm, 
and other conditions. Six children (1.5%) 
died as a result of the encephalography. The 
present study supports the conclusion that 
there is no regular correlation between 
pneumoencephalographic appearance of the 
brain and intellectual function. Diagnosis 
and treatment of convulsions were rarely 
altered by the pneumographic findings. 
‘Pneumoencephalography in children is con- 
cluded to be a relatively simple and safe 
procedure of considerable value, but proper 
indications for this procedure should be ad- 
hered to and its limitations must be con- 
stantly recalled.’ (J.J.V.) 


RemnHoitp, M. A case of auditory agnosia. 
Brain, 73, 1950, 203-223. 


Description of a case with defective un- 
derstanding of sounds including speech and 
music with hearing unimpaired. Discussion 
of implications for theoretical formulations 
is presented. (C.R.E.) 


Warts, J., Henperson, H., Kaump, D. anp 
Davis, R. M. Oxygen studies of the ar- 
terial blood in newborn infants. Amer. 
J. Obstet. Gynaec., 61, 1951, 1025-1031. 


A study of the oxygen levels in the blood 
of 115 newborn infants is reported. Factors 
taken into account included anesthetic, anal- 
gesia, major obstetrical maneuvers executed, 
and duration of the second stage of labor. 
Anesthetics used were open drop ether and 
block anesthesia. Twelve of the 115 infants 
showed evidence of asphyxia; maternal fac- 
tors in these cases were fall in blood pres- 
sure, umbilical cord pressure, prolonged sec- 
ond stage of labor, and injudicious use of 
spinal anesthesia. (J.4.H.) 


Srarns, K. B. Creative expression. Instructor, 
61(3), 1951, 31, 73, 81. 


According to the author, the modern kin- 
dergarten recognizes that creative work is 
the best stimulant to child growth. He gives 
examples of how the creativeness of the chil- 
dren is expressed through the daily use of 
language, dramatic play, music, and art ma- 
terials. After encouraging creative expres- 
sion in its various forms, the teacher then is 
ready to evaluate what has happened in 
terms of child growth. (L.L.H.) 


Russeit, D. H. ano Karp, E. E. The reading 
readiness program. Educ. Dig., 17(2), 
1951, 45-48. 


As background for success in beginning 
reading, the teacher should plan a rich pro- 
gram of activities which will help give some 
of the experiences needed. The aim of such 
activities is to develop the child’s social, 
emotional, visual, auditory, language and 
listening behavior to the end that he will be 
able to use higher-level abilities in work 
with charts and books. 

The authors describe some of the activi- 
ties in which teachers and children may en- 
gage before the more formal work with 
books begins. The activities are for the pur- 
pose of developing language abilities and 
habits of working in a group, left-right di- 
rection, visual discrimination, auditory mem- 
ory and discrimination, and concept build- 
ing. 

It is suggested that the teacher consult a 
speech teacher or a book on the teaching of 
speech if the readiness group contains a 
number of children who have difficulty in 
enunciating certain sounds. (L.L.H.) 


Goopykoontz, B. Aids to reading and lan- 
guage in U. S. government publications. 
Educ. Dig., 17(3), 1951, 40-42. 


The author discusses the possibility of us- 
ing government material as a source of ref- 
erence or as an aid to the teaching of read- 
ing and language. As an example of the ef- 
fectiveness of the publications, she cites the 
bulletin Know Your Capital City. The use 
of this bulletin calls for a variety of language 
arts: reading, outlining plans, discussing, 
using numerous reference books, reporting 
as commiuttees. 

Procedures for obtaining information 
about available government publications are 
included in the article. (L.L.H.) 
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Benver, L. ann Scuitper, P. Graphic art as 
a special ability in children with a read- 
ing disability. J. clin. exp. Psychopath., 
12, 1951, 147-156. 


Reading disability is defined as a clear-cut 
defect in the visual motor field due to a lag 
in development of the specific functional 
patterning in the occipital and parietal lobes. 
Various points of view concerning reading 
disabilities are reviewed. The authors con- 
sider common factors to be a relative imma- 
turity, and a need to build up defensive 
mechanisms and compensations. They have 
found that children with reading disabilities 
are often able to express themselves well 
through drawing. They consider a a 
valuable adjunct to therapy because it offers 
the child a form of visual motor expression 
in which he can succeed, which increases 
his confidence. They report that if children 
with reading disabilities are not given train- 
ing in remedial reading and some form of 
outlet, but are pushed to school tasks in 
which they cannot succeed, they justifiably 
become behavior problems. Two cases are 
presented, with examples of the drawings of 
these children. (H.M.S.) 


Sutuivan, M. T. Have fun with phonetics. 
Amer. Childh., 37 (4), 1951, 16-18. 


It is advocated that the teacher use child- 
like imagination to advantage in directing 
the education of the child. The author be- 
lieves it is possible to teach phonetics to a 
child if the teacher presents the material to 
him in his own language. He may make the 
lesson a phantasy, merging work and play so 
thoroughly that the child will never know 
where play ends and work begins. For ex- 
ample, in teaching the blends b/, pr, tr, st, 
cr, gr and pl, let them be the gruntings of 
some wild animals. So that they might see 
how the blends look in print, make rapid 
sketches of monsters’ heads on the black- 
board and print the blend (his grunt) under 
each sketch. 

Included in the article are suggestions for 
varying the presentation from day to day as 
well as for giving short tests. There is also a 
brief discussion of the teaching of phono- 
grams, usually called families of sounds. 
(L.L.H.) 


Gray, L. Making it their own. J. nat. Educ. 
Ass., 40, 1951, 405-406. 


The author is interested in developing in 
students the ability to transfer their reading 











vocabulary to their thinking, speaking and 
writing. It is her opinion that improved 
American thinking will result from a cam- 
paign to protect our threatened language by 
strengthening our vocabularies. 

She discusses the need for written expres- 
sion, transfer of vocabulary, enriching vo- 
cabulary meanings and cultivating p Bn 
In connection with the last need, she feels 
that throughout all teaching the attempt 
should be made to guide the child to culti- 
vate clarity of thinking and expression. 
(L.L.H.) 


Latrinc, L. H. A program for word analysis. 
Instructor, 61(1), 1951, 37, 115. 


It is stated that a child’s failure to become 
independent in word identification often is 
due to lack of a good readiness program. A 
program in readiness for word identification 
should include auditory and visual discrim- 
ination, and training in the use of oral con- 
text. Experimental teaching has proved that 
good word discrimination involves both au- 
ditory perception and visual perception. 

In relation to phonics, the author reports 
that this method is one of several aids in the 
process of word identification and recogni- 
tion. He is not, however, referring to the 
old phonetic drill, as teaching of word an- 
alysis should never be carried out at the ex- 
pense of actual reading experience. 

Also included in the article are answers to 
‘common questions about word analysis’ and 
a list of 19 principles in word analysis. 
(L.L.H.) 


Hockett, C. F. Age-grading and linguistic 
continuity. Language, 26, 1950, 449-457. 


All languages thus far studied exhibit 
regular phonetic change. The mechanisms 
whereby continuity of linguistic tradition is 
maintained in a community in the face of 
the constant turnover of population through 
birth and death, immigration and emigra- 
tion, are summarized in four propositions: 
1. The fundamental speech habits of an in- 
dividual are in most cases firmly established 
by the age of puberty. 2. The most impor- 
tant environmental force shaping the em- 
erging dialect of a child is the speech of 
other children. 3. In any community, there 
is a continuity of linguistic tradition through 
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successive generations of children. 4. It is 
within this childhood continuity of tradi- 
tion that phonetic change, the kind of 
linguistic change characterizable as ‘regular,’ 
takes place. 

Available evidence to support these prop- 
Ositions is reviewed, and ways of testing 
the critical fourth propositon are described. 
Some information on the achievement of a 
complete phonemic inventory by young 


children is included. (J.J.V.) 


Matis, M. The application of modern 
theories of learning to speech therapy. 
West. Speech, 15, 1951, 44-48. 

In speech therapy, four points should be 
kept in mind. First, the therapist should 
realize that there is a need for understanding 
that changes car be made. Second, there 
is a need to change the individual’s percep- 
tion of himself. Third, there is a need for 
a change in values and needs. Fourth, there 
is a need for a change in adjustive tech- 
niques. (C.G.W.) 


Detp, H. One-way vision and projection fa- 


cilities for clinic demonstration and 
teaching. J. educ. Psychol., 42, 1951, 311- 
314. 


The Psychoi-Educational Clinic at the 
University of Minnesota has attempted to 
work out a good arrangement for student 
observation of clinical testing. They have 
tried wire screen, ‘mirror glass, and other 
devices to permit observers to watch with- 
out being seen or heard. They have worked 
out a plan for recording interviews or tests 
on wire and another for projecting material 
being looked at by the child so that observ- 
ers can see it at the same time. Brief descrip- 
tions of the equipment and consideration of 
its value are included in the article. 


(C.G.W.) 


Nevretp, W. Relaxation methods in U. S. 
navy air schools. Amer. J. Psychiat., 108, 
1951, 132-137. 

Cadets were trained in Jacobson progres- 
sive relaxation methods, for three half-hour 
periods weekly for 10 weeks. Study of near- 
ly 1000 cadets showed a 19 per cent reduc- 
tion in minor injuries and a 38 per cent re- 
duction of days lost from injuries. Data 
from other groups suggest improved sleep 
patterns. (C.R.E.) 








The American Speech and Hearing Association 
presents THE HONORS OF THE ASSOCIATION 
to HALLOWELL DAVIS 


The Council of the American Speech and Hearing Association votes unani- 
mously that: the Honors of the Association for distinguished contribution to 
the field of speech and hearing be awarded to Dr. Hallowell Davis, a state- 
ment of this award to be published in the March, 1952 issue of the Journal of 
Speech and Hearing Disorders, together with a portrait of Dr. Davis and a 
summary of the achievement for which the award is granted. 


—The American Speech and Hearing Association, in 
convention at Chicago, Illinois, December 29, 1951. 
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Contributions to Speech 
and Hearing 


Dr. Hallowell Davis has brought to 
our field a unique scientific versatility 
and high standard of academic schol- 
arship. His scholarly contributions, 
particularly concerning the nervous 
system, have had a stimulating effect 
in the fields of neurophy siology, elec- 
troencephalogr aphy, acoustics, bio- 
physics, psycho-phy siology and otol- 
ogy. They have had particular bear- 
ing in the areas of speech and hearing. 


Dr. Davis’ eminence as a teacher is 
attested to by active scientists * and 
clinicians who have come under his 
instruction and by the numerous stu- 
dents drawn to his laboratories, both 
at Harvard and Central Institute, from 
many parts of the world. As an ad- 
visor to scientific committees, both in 
and out of the Government, he has 
brought his incisive judgment to bear 
on many questions related to the areas 
of interest of the American Speech 
and Hearing Association. 

Through all of his distinguished 
career Dr. Davis has always demon- 
strated a keen sensitivity to human 
needs and his counsel has been given 
freely and understandingly to the 
many who have sought it. Those who 
know him well have relished his witty 
repartee and have been stimulated by 
his knowing judgments on the political 
affairs of the day, which seem to 
fulfill the promise he showed as a 
brilliant undergraduate student at 
Harvard from which he graduated 
sunnma cum laude as class orator and 
a member of the Student Council. 
Although he no longer indulges in 
his undergraduate athletic pastime of 
broad-jumping, he still plays a very 


adequate left field on the Department 
of Otolaryngology softball team. Cer- 
tainly, it is most consistent with the 
high standards and purposes of the 
American Speech and Hearing Asso- 
ciation to bestow its highest honors 
on Dr. Hallowell Davis. 


Biographical Summary 
Davis, Hattowett, physiologist; b. New 
York City, August 31, 1896; m. Pauline 
Allen, 1923, Florence Eaton, 1944; ch. Allen 
Young, Anna Norwood, Rowland Hallowell. 
B.A., Harvard Univ., 1918; M.D., 1922. 
Assoc. Prof. Physiol., Harvard Univ.. 
1936-1946; —- Head Dept. Physiol., 1942- 
1943; Assoc. Prof. Physiol. Ww ashington 
Univ., 1946-1948; Research Prof. Otol., since 
1946; Prof. Physiol., since 1948; Director of 
Research, Central Institute for the Deaf, 
since 1946. 
Member, 
Soc. (Vice-Pres., 
1950); Amer. 


Amer. Electroencephalographic 
1948-1949; Pres., 1949- 
Physiological Soc. (Treas., 
1942-46); Acoust. Soc. Amer., Amer. Acad. 
of Arts and Sciences; Amer. Neurol. Soc.; 
A.A.AS.; Amer. Pysch. Assoc.; Amer. Otol. 
Soc.; Amer. Soc. for Research in Nerv. and 
Ment. Dis.; Amer. Bang for Research in 
Psychosom. Prob.; Nat. Acad. of Sciences; 
Nat. Forum on Deafness and Speech Path.; 
Societe Philomathique de Paris; Convent. of 
Amer. Instruct. of the Deaf; Soc. of Exp. 
Biol. and Med.; Otosclerosis Study Group, 
Div. of Amer. Acad. of Ophthal. and Oro- 
laryng.; Phi Beta Kappa; Sigma Xi. 

Chairman, Comm. on Hearing, since 1947; 
Chairman, Ultrasonics Panel, Aeronautical 
Bd., 1947-1948; Chairman, Comm. on Prob. 
of Deafness, since 1940; Rep., Div. on Med. 
Sciences, since 1947, Nat. Res. Counc.; 
Chairman, Consultants on Audiometers and 
Hearing Aids, 1948-1949, Chairman, Adv. 
Comm. on Audiometers and Hearing Aids, 
since 1950, Amer. Med. Assoc.; Chairman, 
Subpanel on Vibration, Panel on Aviat. 
Med., Res. and Devel. Bd., since 1948. 

Co-author (with S. S. Stevens), Hearing, 
1938; Editor, Hearing and Deafness, 1947. 
Contributor of approximately 200 articles to 
scientific journals. 








M. D. STEER 


Retiring President 


Resolved: That the Association record its deep gratitude for the energetic, 
earnest, intelligent services of its retiring President, Professor M. D. Steer. His 
persistent and devoted efforts to gather information concerning ways and means 
of improving the services of the Association are sincerely appreciated. 
—The American Speech and Hearing Association, in 
convention at Chicago, Illinois, December 29, 1951. 
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The State of lowa has recently revised 
and upgraded its certification requirements 
in speech and hearing therapy. The new re- 
quirements are presented in Bulletin No. 29 
ot the State of lowa Board of Educational 
Examiners, issued June 1951. 


Hofstra College, Hempstead, New York, 
will offer in September a program of courses 
leading to a B.A. degree in speech correc- 
tion. Esther Horowitz is aiding in the de- 
velopment of this new program. 


The organizing committee of the Second 
International Course in Audiology, Stock- 
holm, September, 1951, deemed it advisable 
to postpone the course to another year. 


A two-day hearing and speech conference 
was held February 29 and March 1 at the 
University of Kansas Medical Center, Kan- 
sas City, sponsored by the Hearing and 
Speech Department through the Department 
of Post-Graduate Medicine. Guest speakers 
included Dr. Wendell Johnson, Dr. Richard 
Silverman, Dr. Hildred Schuell and Dr. 
Richard Schiefelbusch. 


Ihe fall meeting of the Minnesota Speech 
Clinicians Association was held November 9 
in Minneapolis. Dr. William Fletcher of the 
University of Minnesota discussed his re- 
search on laryngeal acton. Hildred Schuell 


was clected President and Frances Brown 
was elected Secretary-Treasurer of the 
group. 


The fall meeting of the Southern Section 
of the California Speech Association was 
held at San Bernardino. The two-day ses- 
sions were devoted to a study of w ays and 
means of better educating public school 
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children who stutter. Both presentation of 
papers and small conference discussions 
were used to develop the topic of the meet- 
ings. 


conference, held in 
ASHA meetings in 


At its third annual 
conjunction with the 
Chicago, Sigma Alpha Eta, the national so- 
ciety for students in speech and hearing 
therapy, elected the following officers: Pres- 
ident, Elen Kauffman; Vice-President, Mrs. 
R. L. Burkland,; Secretary, C. Cordelia 
Brong; Treasurer, Donald Hess; Editor, 
Margaret Byrne. The general assembly was 
attended by 43 members representing 14 of 
the 23 chapters now comprising the organi- 
zation. The next meeting of its Executive 
Council will be held April 19 at the Hotel 
New Yorker in conjunction with the con- 
vention of the Eastern Speech Association 
meetings. 


The American Documentation Institute 
offers some unique services for the research 
scientist. It is a non-profit organization of 
scholarly and scientific groups to promote 
the and dissemination of 
scientific data. It provided many services, 
among which its microphotography and 
bibliofilm services are especially helpful. Ex- 


collection, care, 


tensive research reports, published in part 
in scientific journals, may be deposited for 
microfilm printing in entirety for particular 
researcher request. Reproduction of sets of 
journals on microfilm provide unusual or 
expensive materials at permissible cost. Pho- 
tostat or microfilm of obscure reports, orig- 
inal data and little known research are 
among its helps. For further information 
write G. Miles Conrad, Secretary of the In- 
stitute, Library of Congress, Washington 25, 
~~ < 


The University of lowa at Iowa City now 
offers correspondence courses that should 
be of interest to speech and hearing thera- 
pists. Courses currently offered include 
Speech Correction (a survey course) and 
General Semantics. For further information 
write Dr. D. Spriestersbach at the Univer- 
sity of lowa Speech Clinic. 


At the University of Denver last summer 
a sound film was made in which the tech- 
niques of the moto-kinesthetic method of 
speech correction were demonstrated by 
their originator, Edna Hill Young. 


On January 13 the Northwestern Uni- 
versity Reviewing Stand discussed the topic, 
‘Cleft Palate—A Problem Affecting 550 
Newborn Babies Each Year, over the Mu- 
tual Broadcasting System. Copies of the dis- 
cussion, by prominent leaders in the field, 
may be had for 10 cents each by writing the 
Reviewing Stand, Northwestern University, 
Evanston, Illinois. 


Dr. David Ross, psychiatrist and former 
head of the Seton Institute of Baltimore, has 
succeeded the late Dr. James S. Greene as 
Medical Director of the National Hospital 
for Speech Disorders, New York City. 


The Stuttering Team of the University of 
lowa is available for speaking engagements. 
The various teams, made up of 4-5 stutterers, 
have given over 250 talks, including radio 
and TV appearances, since their organiza- 
tion in 1945. No fee, other than expenses, is 
charged. Those interested should write Dr. 
Wendell Johnson, Director of the Speech 
Clinic, University of lowa, lowa City, lowa. 


The National Psychological Association 
for Psychoanalysis, Inc., an association of 
practicing psychoanalysts, has recently been 
organized in New York City. It provides a 
training program that is not restricted to 
medical prerequisites. Further information 
may be obtained by writing the Association 
at 9 West 82nd St., New York 24, N. Y. 


Two interim reports have been issued by 
the Counseling Center of the University of 
Chicago describing its research project on 
processes and outcomes of client-centered 
therapy. The Center reports that a few cop- 
ies of the reports may be made available to 
directors of research, contemplating or en- 
gaged in similar research. Those interested 
should write Dr. Carl Rogers, Executive 
Secretary, The Counseling Center, 5737 
Drexel Ave., Chicago 37, Illinois. 


Syracuse University has announced plans 
for the construction of a $400,000 building 
to house its Department of Education for 
Exceptional Children. Included in the new 


NEWS AND ANNOUNCEMENTS 89 


building will be quarters for the Hearing 
and Speech Center. In addition to offices 
and classrooms, there will be four speech 
and audiometric testing rooms, eight speech 
therapy rooms, a medical diagnostic room, 
a hearing-aid evaluation room, a large audio- 
metric testing room with special psychogal- 
vanic equipment, a research laboratory, a 
large play therapy room and a large group 
therapy room. Plans for the building were 
developed by Dr. Louis DiCarlo and Dr. 
William Cruickshank following a _ two- 
months tour of similar facilities last spring. 
A gift of $150,000 from the James Founda- 
tion of New York City will apply toward 
the construction of the building, which is 
expected to be ready early in 1952. 


“The University of lowa has recently in- 
stalled a new laboratory for the electro- 
acoustic and psycho-acoustic analysis and 
measurement of speech. Between two sound- 
isolated rooms, one of which is constructed 
as an anechoic chamber, is a complete re- 
cording studio. The laboratory is located on 
the ground floor of East Hall, adjacent to 
the Speech Clinic. 


The Speech and Hearing Clinic of The 
Pennsylvania State College has moved from 
its third floor center into new quarters, at 
ground level, especially designed, con- 
structed, and equipped for its needs. Over 
twice the area formerly available is now de- 
voted to 25 rooms, among which, in addi- 
tion to individual therapy rooms, are seven 
offices for faculty and secretarial staff, a 
work room for graduate assistants, two 
group rooms, a recording room and a play 
therapy room. Nearby classrooms are avail- 
able for additional group work. The audi- 
tory testing and training unit, including a 
suspended room on the second floor, have 
been retained. 


Sara Stinchfield Hawk and Edna Hill 
Young are offering a course in speech cor- 
rection June 23-July 25, in which the moto- 
kinesthetic methods are included, with espe- 
cial adaptation for the handicapped. The 
course will be conducted at the Young 
home, 2342 Scarff St., Los Angeles 7, Cali- 
fornia. 


The New York University-Bellevue Medi- 
cal Center Institute of Physical Medicine 
and Rehabilitation has moved into its new 
quarters at First Avenue and East 34th St., 
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New York City. This is the first building 
of the new University section of the Medi- 
cal Center to be constructed, and is under 
the direction of Dr. Howard A. Rusk, Dr. 
Donald A. Covalt and Dr. George Deaver. 
The Institute offers a complete program of 
rehabilitation for all types of handicaps for 
both children and adults. The Speech and 
Hearing Department of the Institute is un- 
der the joint direction of the Department of 
Physical Medicine and Rehabilitation and 
the Department of Otorhinolaryngology of 
the New York University College of Medi- 
cine. Chief of the Speech and Hearing De- 
partment is Mrs. Martha Turnblom, as- 
sisted by Miss Marian Mantell and Mr. 
James Kronenberger. Consulting otologist is 
Dr. John Daly and consulting audiologist is 
Mr. John Duffy of Brooklyn College. 


Western Reserve University Summer Ses- 
sion in speech and hearing will offer at the 
Cieveland Hearing and Speech Center a 
combination of lectures and observations of 
individual and group therapy. Experiences 
will include preschool stutterers, young stut- 
terers, and delayed speech children in 
groups; also adolescent stutterers, lipread- 
ing, esophageal speakers, deaf and hard of 
hearing from preschool through adult. Pro- 
fessor Albert Douglas of the University of 
Texas and Texas State School for the Deaf 
will be among the guest lecturers. An insti- 
tute on voice pathology will be featured 
during the second session. The first six- 
weeks session begins June 16, the second 
July 28. For further information write Di- 
rector of Admissions, Western Reserve Uni- 
versity, Cleveland 6, Ohio. 


The University of Iowa is planning an- 
other six-week speech clinic for approxi- 
mately 50-60 children as part of its summer 
training and research program. The clinic 
operates as a residential program from June 
23 to August 1, serving boys and girls from 
7 to 16 in housing units operated by the 
clinic. Those interested in positions on the 
clinic or dormitory staff should write Dr. 
Frederic L. Darley, Speech Clinic, Univer- 
sity of lowa, lowa City, lowa. 


The Cleft Palate Training Program and 
Center of the University of Illinois Medical 
College and the Illinois Division of Services 
for Crippled Children offered two short 
courses February 18-March 1 at the Center 
in Chicago. The courses, Orthodontics in 
Cleft Palate and Prosthodontics and Cleft 


Palate, were designed for orthodontists and 
prosthodontists engaged in public health and 
educational programs. 


The Speech Seminar on Cerebral Palsy 
will again be offered in August at the St. 
Paul Rehabilitation Center. Leaders in the 
fields of orthopedics, neurology, psychiatry, 
obstetrics, aphasia and audiology will lec- 
ture in their respective fields. Observations 
of techniques and practical application are 
included in the course. The course is open 
only to graduate students; those interested 
should write Mrs. Berneice R. Rutherford, 
Director of the Center, 279 Rice St., St. 
Paul 2, Minn. 


Meetings Announced 


The American Speech and Hearing Asso- 
ciation will meet November 20-22 in De- 
troit. 


The Acoustical Society of America will 
meet May 8-10 in New York City. Chairman 
for the meetings is Mr. John S. Parkinson, 
Johns-Manville Research Laboratories. 


The Speech Association of America will 
meet December 29-31 at the Netherland- 
Plaza Hotel in Cincinnati, Ohio. 


The American Psychological Association 
will meet September 1-6 in Washington, 
D. C. For information write: Dr. Filmore 
H. Sanford, 1515 Massachusetts Ave., N.W., 
Washington, D. C. 


The British College of Speech Therapists 
will hold a conference April 12-19 at Kebie 
College, Oxford, England. For information 
write the Conference Secretary, The College 
of Speech Therapists, 68 Queen’s Gardens, 
London, w.2. 


Regional Speech Association Meetings: 
Central States at Tulsa, Oklahoma, April 18- 
19, Southern at Jackson, Mississippi, April 
4-6, Eastern at New York City, April 17-19; 
Western during Thanksgiving week, place 
to be announced. 


Regional Psychological Association Meet- 
ings: Eastern at Atlantic City, March 28-29; 
Midwestern at Cleveland, Ohio, April 25-26, 
Western at Fresno, California, April 25-26. 


The American Association for Cleft Palate 
Rehabilitation will hold its annual meeting 
April 25-26 at the Chase Hotel, St. Louis, 
Missouri. Program chiarman is Dr. Cecil R. 
Conroy of Belleville, Illinois. 


New Materials 


The September 1951 issue of What’s New, 
house organ of Abbott Laboratories, con- 
tained a three-page ‘Atlas of Laryngeal 
Pathology’ in color, by Dr. Paul H. Hol- 
inger. Copies are available through the 
courtesy of the Abbott Laboratories, 1400 
Sheridan Road, North, Chicago, Illinois. 


Available from the Committee on Medi- 
cal Motion Pictures of the American Medi- 
cal Association, 535 N. Dearborn St., Chi- 
cago 10, Illinois is a catalog of 62 16 mm 
films on various medical topics, some of 
interest to speech and hearing workers. 


Two new recordings, made by Elaine 
Mikalson (B.S. in speech pathology, Univ. 
of Minn.) are offered by Pacific Records 
Distributing Co., 125 N. Grand Oaks Ave., 
Pasadena 8, California. Baby Babble Record, 
a single disc, 78 rpm, non-breakable record, 
$2.25, features baby sounds for infants nine 
months to two years. Speech Development 
Records, consists of three discs, 78 rpm, 
non-breakable, $7.95, and features stories 
and songs stressing [s], [I] and [r] for 
children two to eight years of age. 


A 50-page pocket size booklet, Funda- 
mentals of Magnetic Recording, is available 
gratis from Audio Devices, Inc., 444 Madi- 
son Avenue, New York 22, New York. 


Clinics seeking ‘small lot’ duplicating of 
discs and tapes will be interested to note 
that Flicker Recording Service, Old Green- 
wich, Connecticut, offers such a service, 
including a special ‘clear space’ tape for 
exercises in phonetics, pronunciation, vo- 
cabulary or language study. 


Dryden Press has issued two pamphlets, 
If You Are Writing a Book, Part I and 
Part II, suggesting answers to practical ques- 
tions for the would-be author. Both book- 
lets are distributed gratis by the publisher. 


A 1952 Educational Film Listing catalog 
is available on request from Sterling Films, 
Inc., 316 West 57th Street, New York 19, 
New York. The catalog lists more than 250 
late 16 mm sound films in black and white 
and color. 


Compiled by the American Hearing Soci- 
ety, a current list of schools, universities, 
hospitals and local chapters maintaining 
hearing aid services on a noncommercial 
basis is now ready for distribution. Free 
copies may be obtained by writing to the 


“also 
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society’s national headquarters, 817 14th 
Street, N.W., Washington 5, D. C. 


The Children’s Reading Service, 106 Beek- 
man St., New York 38, New York, has 
issued its annual Annotated List of Phono- 
graph Records covering kindergarten 
through senior high school. This agency 
offers an annotated supplementary 
reading list for the same school grades, and 
provides a cooperative plan for economical 
purchase by educational personnel. 


Graduate Assistantships, 
Fellowships, and Scholarships 


This section lists part-time graduate ap- 
pointments, fellowships, and scholarships 
specifically designated for graduate work in 
speech and hearing. General university fel- 
——e and scholarships, unspecified as to 
area of concentration, and full-time graduate 
positions will not be included. 


Copy should be submitted to the News 
and Announcements Editor, and should in- 
clude formal title of appointment, institu- 
tion, and unit; dates, general duties, and re- 
muneration; name and address of persons 
receiving applications. Deadline for receiv- 
ing copy is two months prior to the publica- 
tion date. 


Clinical Assistantships. Purdue University. 
Speech and Hearing Clinic. Starting Septem- 
ber or February. Half-time; 20 hours per 
week of clinical assistance. $1200 for regular 
school year; waiver of tuition fees. Student 
may enroll for 10 semester hours of graduate 
courses. Address M. D. Steer, Speech and 
Hearing Clinic, Purdue University, West 
Lafayette, Indiana. 


Clinical Assistantships. University of Illi- 
nois. The Speech Clinic, Department of 
Speech. Starting September or February. 
Half-time; 20 hours per week of clinical as- 
sistance. $1290 for nine months; remission of 
tuition. Student expected to enroll for three- 
fourths of normal graduate course load. Ad- 
dress Karl R. Wallace, 138 Lincoln Hall, 
University of Illinois, Urbana, Illinois. 


Clinical Assistantships. University of 
Southern California. Speech Department. 
Diagnosis and supervision of cases in the 
Speech and Hearing Clinic equivalent to 6 
or 8 units of work per semester. $80.00 per 
semester unit of work; free tuition not in- 
cluded. Assistants normally carry 8 to 12 
units of study per semester. Address Milton 
Dickens, Department of Speech, University 
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of Southern California, Los Angeles 7, Cali- 
fornia. 


Clinical and Research Assistantships. Ohio 
State University. Department of Speech. 
Starting June, September, January or March. 
15 to 25 hours per week of clinical or re- 


search assistance. Two-thirds to _ three- 
fourths = load. Address W. Hayes 
Yeager, Chairman, Department of Speech, 


The Ohio State Univ ersity, Columbus, Ohio. 

Research, Clinical and Technical Assistant- 
ships. State University of Iowa. Speech 
Clinic and Experimental Phonetics Labora- 


tory. Starting September 1. Half-time; 20 
hours per week. $720 to $900 for nine 
months; remission of tuition. Assistants al- 


lowed to carry 12 semester hours of course 
work, Applications for the 1952-53 academic 
year received until July 1, 1952. Address 
Wendell Johnson, Speech Clinic, State Uni- 
versity of lowa, lowa City, lowa. 


Research Assistantships. University of Illi- 
nois. The Speech Research Laboratory, De- 
partment of Speech. Starting June, Septem- 
ber, or February. Half-time; 20 hours per 
week of laboratory research assistance. $1290 
for nine months, or $1577 for eleven months; 
remission of tuition. Student expected to en- 
roll for three-fourths of normal graduate 


course load. Address Grant Fairbanks, 321 
Illini Hall, University of Illinois, Urbana, 
Illinois. 


Research Assistantships. Purdue Univer- 
sity. The Voice Science Laboratory, Depart- 
ment of Speech. Starting September or Feb- 
ruary. Half-time; 20 hours per week of lab- 
oratory research assistance. $1200 for regular 
school year; waiver of tuition fees. Student 
may enroll for 10 semester hours of graduate 
Address M. D. Steer, Voice Science 
Department of Speech, Purdue 
West Lafayette, Indiana. 


courses. 
Laboratory, 
University, 


Teaching Assistantship. Western Reserve 
University (Granted by the Cleveland Hear- 
ing and Speech Center), Spring and Winter 
Sessions; 9 hours of tuition exemption each 
$500 for five morning sessions week- 
ly, teaching preschool deaf. Address Direc- 

Western Reserve Univer- 


tor of Admissions, 
sity, 11124 Euclid Ave., Cleveland 6, Ohio. 


session. 


Teaching Assistantships. Purdue Univer- 
sity. Department of Speech. Starting Septem- 
ber or February. Half-time; 8 hours per 
week of clinical work and 12 hours teaching 
duties in required beginning speech course. 
$1200 for regular school year, waiver of tui- 


tion fees. Student may enroll for 10 semester 
hours of graduate courses. Address A. H. 
Monroe, Department of Speech, Purdue 


University, West Lafayette, Indiana. 
Graduate Scholarships. Central Institute 
for the Deaf. Tuition scholarships for 


teacher training course in education of the 
deaf and hard of hearing, and in speech cor- 
rection. Address Registrar, Central Institute 
for the Deaf, 818 South Kingshighway, St. 
Louis 10, Missouri. 


Graduate Scholarships. Western Reserve 
University (Training at the Cleveland Hear- 
ing and Speech Center). Remission of full 
tuition. Applications received immediately. 
Address Director of Admissions, Western 
Reserve University, 11124 Euclid Ave., 
Cleveland 6, Ohio. 


Graduate Scholarships. Awarded by the 
Speech Correction Fund for study at col- 
leges or universities offering training beyond 
the Master’s degree. $500 per year, begin- 
ning June or September; applicant must hold 
the Master’s degree, or equivalent, in speech 
pathology or allied field. Address Mrs. Mar- 
celine ao Scholarship Committee, Room 
1020, 11 S. LaSalle St., Chicago 3, Ill. 


Graduate Scholarships. Awarded for spe- 
cial study in cerebral palsy by Alpha Chi 
Omega and the National Society for Crip- 
pled Children and Adults. Grants vary be- 
tween $100 and $750 for a minimum of three 
months at a recognized training center. Ad- 
dress National Personnel Registry and Em- 
ployment Service, 11 S. LaSalle St., Chicago 
3, Ill. 


Graduate Scholarships. Kenfield Memorial 
Scholarship, awarded by the American 
Hearing Society to prospective teachers of 
lipre ading to the hard of hearing. Available 
only to college graduates not already teach- 
ers of lipreading. Applications must be filed 
between March 1 and May 1. Address Miss 
Rose V. Feilbach, 1157 N. Columbus Street, 
Arlington, Va. 


Graduate Scholarship. Grants - in - aid 
awarded by the Audiology Foundation. $500 
per year, for students entering into or al- 
ready engaged in any branch of audiology. 
including otology, audiometry, speech, 
acoustics, and the education of the deaf or 
hard of hearing. Address The Audiology 
Foundation, 1104 S. Wabash Ave., Chicago 


5, Hil. 


Western Reserve 
(Employment at the Cleveland 


Working Scholarships. 
University 


Hearing and Speech Center). Remuneration 
and working time arranged according to de- 
mands for clinical service and needs of stu- 
dent. Address Director of Admissions, West- 
ern Reserve University, 11124 Euclid Ave., 
Cleveland 6, Ohio. 


Fellowships. Central Institute for the Deaf. 
Fellowships in education of the deaf and 
hard of hearing, speech correction, audiol- 
ogy, acoustics, neuro-physiology, experimen- 
tal otology. Stipends to be arranged accord- 
ing to background and needs of applicant. 
Address Registrar, Central Institute for the 
Deaf, 818 S. Kingshighway, St. Louis 10, 
Missouri. 


Fellowships. The Johns Hopkins Univer- 
sity. Hearing and Speech Center. Two spe- 
cial fellowships in audiology and speech 
awarded annually; may be continued at dis- 
cretion. $3100; no duties beyond satisfactory 
pursuit of graduate requirements. Applica- 
tions considered at any time; awards made 
in June. Address William G. Hardy, Hear- 
ing and Speech Center, The Johns Hopkins 
Hospital, Baltimore 5, Maryland. 

Fellowships. University of Wichita (Em- 
ployment in the Institute of Logopedics). 
Eight service fellowships; duties primarily 
clinical. $200 to $250 per month; student 1s 
expected to pursue course work toward the 
M.A. degree. Address Martin F. Palmer, In- 
stitute of Logopedics, 2400 Jardine Drive, 
Wichita 14, Kansas. 


Feliowship. State University of Iowa. Fel- 
lowship in audiology. Starting September 1. 
Half-time; 20 hours per week. $1000 for nine 
months; remission of tuition. Fellows al- 
lowed to carry 12 semester hours of course 
work. Applications for the 1952-53 academic 
year received until July 1, 1952. Address 
Wendell Johnson, Speech Clinic, State Uni- 
versity of Iowa, lowa City, lowa. 


News about People 


Mildred F. Berry returned in November 
from a two-months visit in England, Scan- 
dinavia, Holland and France. The Ewings in 
Manchester and Dr. Fogh-Anderson send 
greetings to their friends in the fields of 
speech and hearing therapy in the United 
Srates. 


Leo Doerfler has been promoted to Asso- 
ciate Professor of Audiology and Charlotte 
Avery has been promoted to Assistant Pro- 
fessor of Audiology at the University of 
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Pittsburgh. Jack Matthews returned in the 
fall from a research assignment in Japan and 
Korea, carried out for the Department of 
the Army through the American Institute 
for Research. 


Louise Davis Davison was given the 
Alumnae Award at Wesleyan College, Ma- 
con, Georgia, for pioneer work and achieve- 
ment in the field of speech correction in the 
Southeast. 


Ann Madsen Daily is now on the staff of 
the Jefferson Barracks Veterans Hospital, 
near St. Louis, Missouri, where she is organ- 
izing the speech therapy program. 


John L. Boland joined the faculty of the 
University of Oklahoma last fall. He directs 
the speech therapy at the Clinic and is as- 
sisted by two additional new staff members, 
Jack E. Pearson and Dorothy L. Burt. 


Gilbert C. Tolhurst has joined the staff 
of Ohio State University and is located at 
the Acoustic Laboratory, School of Aviation 
Medicine, Pensacola, Florida. Other Ohio 
State resident researchers at the laboratory 
include Chester J. Atkinson and Scott N. 
Morrill. John J. O'Neill has been appointed 
Assistant Professor of Speech at Ohio State. 


Murray M. Halfond has been appointed 
Associate in Medical Speech Pathology at 
Duke University Hospital and Speech Con- 
sultant at the North Carolina Cerebral Palsy 
Hospital, Durham, North Carolina. 


Bruce M. Siegenthaler has joined the staff 
of the Speech and Hearing Clinic of The 
Pennsylvania State College. Ruth Sydney 
and Rolland Van Hatten have also been ap- 
pointed as part-time members of the Clinic 
staff. 


Margaret E. Hall, Director of the Division 
of Speech Correction of the Chicago Public 
Schools, reports that the following speech 
therapists have joined her staff during this 
school year: Aviva Epstein, Gertrude Kauf- 
man Fishman, Muriel Green Golman, 
Gladys Savitt Iser, Maurine Scheckman 
Reinganum and Mary Jane McClintock Wil- 
son. 


Philip Hood, who was appointed last fall 
as Director of Speech Correction for the 
Tennessee Hearing and Speech Foundation, 
is now also teaching classes in speech correc- 
tion at Vanderbilt Medical School in Nash- 
ville, Tennessee. 


Robert Douglass has been appointed As- 
sistant Director of the Speech Clinic at the 
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Los Angeles State College, Los Angeles, 
California. 


William Formaad has been appointed Su- 
pervisor of Speech and Hearing for the 
Hamden Public Schools, Hamden, Connecti- 
cut. 


Phyllis Lundeen has accepted a position as 
speech therapist for the new preschool Cere- 
bral Palsy Center in Kalamazoo, Michigan. 


Mary Huber, on leave from Brooklyn Col- 
lege and directing the Speech Clinic at the 
May T. Morrison Center for Rehabilitation 
in San Francisco, will be teaching at Stan- 
ford University in the summer quarter. 


Milton Brutten has joined the clinical staff 
of the Deveraux Schools, Devon, Pennsyl- 
vania. 


Bruce Graham has been appointed Direc- 
tor of the Speech and Hearing Clinic at 
Bowling Green State University in Ohio. 


Charles Lighfoot has joined the staff at 
Northwestern University to serve as a re- 
search audiologist on an Air Force project 
at the University. 


Edwin Shutts has joined the staff of Wal- 
ter Reed Hospital in Washington, D. C. as 


an audiologist. 


Marie Brittin has accepted a position as 
instructor on the staff of the Speech Clinic 
of the University of Wisconsin. 


Ernest Buri has been appointed instructor 
in speech correction in extension for the 
Specch Department of the University of Ne- 
braska at Lincoln. 


Don Davis has joined the faculty of Au- 
gustana College, Rock Island, Illinois, as Di- 
rector of the Speech Clinic. 

Freeman McConnell has been appointed 
Director of the Tennessee Hearing and 
Speech Foundation at Nashville, Tennessee. 

Carol Raymond has joined the faculty of 
the University of Washington, Seattle, as 
Instructor in Speech and as a staff member 
of the Speech Clinic. 


Leona S. Burger has accepted a position 
as speech therapist on the staff of the Utica 
(New York) Hearing and Speech Center. 


Robert Roach has been appointed audiolo- 
gist at the Institute of Logopedics, Wichita, 
Kansas. 


Donna M. Russell has accepted a position 
as Director of the Junior League School for 
Speech Correction of Little Rock, Arkansas. 


Richard L. Schiefelbusch has been ap- 
pointed Director of the Speech and Hearing 
Clinic at the University of Kansas at Law- 
rence. 


Robert H. Gortsleben has accepted a posi- 
tion as speech therapist at the Vineland 
Training School, Vineland, New Jersey. 


Clark D. Starr has taken a position as 
speech therapist at the Illinois State Train- 
ing School for Boys, St. Charles, Illinois. 


Dorothy Brandow is setting up a speech 
correction program for the public schools in 


Raleigh, North Carolina. 


Frank Johnson has accepted a position as 
speech correctionist for the public school 
system of Warren, Pa. 


McKenzie W. Buck has accepted a posi- 
tion as Assistant Professor of Speech Pathol- 
ogy and Director of the Speech Clinic at 
Eastern Illinois State College, Charleston. 


William R. Tiffany has returned to the 
University of Washington faculty at Seattle 
as Assistant Professor of Speech. 


Florence K. Craibbe has joined the staff 
of the Tennessee Hearing and Speech Foun- 
dation at Nashville, Tennessee. 


Eleanor Cohen has taken a position as 
speech therapist in the new cerebral palsy 
unit of the Blythedale Rehabilitation Center 
at Val Halle, New York. 


Necrology 


E. Le Roi Jones, Assistant Professor of 
Speech and Director of Hearing Work at 
Utah State Agricultural College, died sud- 
denly November 15, 1951, at a hospital in 
Logan, Utah. Dr. Jones received his bach- 
elor’s and master’s degrees from Brigham 
Young University in Provo, Utah, and his 
doctorate in speech pathology from the 
State University of Iowa. 








REPORT OF THE CONVENTION 


American Speech and Hearing Association 
CHICAGO, ILLINOIS, DECEMBER 27-30, 1951 


Councit MEETINGS 
December 26, 1951, 9:40 a.m. 


Members present were: M. D. Steer, pre- 
siding, Stanley Ainsworth, Ollie Backus, 
Raymond Carhart, Grant Fairbanks, Mar- 
garet E. Hall, Ernest H. Henrikson, Wen- 
dell Johnson, Eugene T. McDonald, Gor- 
don E. Peterson, S. Richard Silverman, and 
Harold Westlake. 

Because the arrival of some Council mem- 
bers was delayed, the regular order of busi- 
ness was altered. Ainsworth acted as Secre- 
tary pro tem for the morning session. 

Moved by Johnson and seconded by Sil- 
verman that a telegram expressing the Coun- 
cil’s sympathy and hope for a quick and 
complete recovery be sent to Dr. Robert 
West. Passed. By common consent Johnson 
was delegated to write and send the tele- 
gram. 

Silverman read the following letter from 
his nine-year-old daughter addressed to 
the President of the Association: 

University City 5, Mo. 

December 22, 1951 
Dear Sir: 
My whole family is very sad because 
Daddy has to go away on Christmas. We 
are so mad also that we tried to talk 
Daddy into staying home. Next time you 
have a meeting you can count on Daddy 
not coming. You are taking my father 
away on Christmas, and on the one and 
only week he has to rest he must come 
up ‘to that cold city to attend some silly 
meeting. Every year he has been away 
on Christmas or New Years and the 
whole family is burning up with anger. 
Why can’t you leave him alone on his 
days of rest? You always make sure the 
family is not together on a good holiday. 
Why don’t you have it in March? Don’t 
have it in the summer time either. 
Love, 
Rebecca Ann Silverman 


Minutes of 1950 Convention. Moved by 
Henrikson and seconded by McDonald that 
the minutes of the 1950 Annual Convention 
at Columbus, Ohio be approved as _pub- 
lished in the March, 1951 Journal of Speech 
and Hearing Disorders. Passed. 

Report of Vice-President-Elect. Ainsworth 
discussed four items of consideration in 
preparation for the Convention program for 
1952. President Steer presented some statistics 
from a questionnaire he had sent to the 
Membership, indicating that many members 
desired workshops on the Convention pro- 
gram, and suggested that the Committee on 
Convention Program consider this. Report 
accepted by common assent. A written copy 
is on file in the office of the Secretary- 
Treasurer. . 

Report of the Editor. Fairbanks sum- 
marized the major activities of his staff, 
analyzed the Journal content in terms of 
the type of material published, cited the 
continued financial and other support of the 
Journal provided by the University of Illi- 
nois, mentioned the publication of the Di- 
rectory and the Cumulative Index to Vol- 
umes 1-15, and two Monograph Supplements 
that are being processed for publication in 
1952. 

President Steer reported that in response 
to an open question on his questionnaire, a 
large number of members expressed a wish 
for articles concerning therapy, public 
school speech correction, and bibliographies. 
Fairbanks mentioned the difficulty he has 
had in securing acceptable ‘practical’ articles. 

Discussion followed concerning the de- 
sirability of reporting research in progress 
either on the Convention program and/or 
in the Journal. Fairbanks agreed to discuss 
this matter with the Editorial Staff. 


Moved by Johnson and seconded by Hen- 
rikson that the report of the Editor be 
accepted with commendation for excellence 
of the Journal. Passed. A written copy of 
this report is on file in the office of the 
Secretary-Treasurer. 
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President Steer reported that due to Vice- 
President Harlan Bloomer’s recent illness, he 
had appointed Kopp to take over the neces- 
sary duties of the Program Chairman. (Due 
to Bloomer’s recov ery, Kopp performed no 
duties of Program Chairman.) 

Report of Committee on Ethical Practice. 
Silverman read Chairman Brown’s report 
exclusive of the revised Code of Ethics. 

Moved by Carhart and seconded by 
Backus that report be accepted. 

Fairbanks asked about the publication 
problems regarding the report. Inter-organi- 
zational relationships were discussed and the 
need for transmitting the code to all ASHA 
members and to members of other associa- 
tions was emphasized. 


Moved by Fairbanks and seconded by 
Henrikson that the report be tabled. Passed. 

Report of the Committee on Terminology. 
The report prepared by the Chairman, Sam- 
uel D. Robbins, was read by Fairbanks, a 
member of the Committee. Robbins stated 
in the report that at a meeting of all mem- 
bers of the Terminology Committee present 
at the 1950 Annual Convention, it was voted 
unanimously not to call the next meeting 
of the Committee until the duties of the 
Committee had been defined. As the duties 
of the Terminology Committee have not 
yet been defined, the Committee did not 
meet during 1951. 

Moved by Fairbanks and seconded by 
Carhart that the report be accepted. Passed. 
A written copy of this report is on file in 
the office of the Secretary-Treasurer. 

Report of the Committee on the Mid- 
Century White House Conference on Chil- 
dren and Youth. Johnson explained that 
plans and policies have been formulated by 
the Mid-Century White House Conference 
regarding publication of reports and records, 
and that reports prepared by the ASHA 
Committee are now being processed for 
printing. Available reports may be obtained 
from the national office of the Mid-Century 
White House Conference on Children and 
Youth, Federal Security Agency, Washing- 
ton 25, D.C. Johnson quoted a paragraph 
from the report of the Executive Vice- 
President of ASHA, December, 1951, con- 
cerning the Mid-Century White House Con- 
ference and moved that the Committee on 
the Mid-Century White House Conference 
on Children and Youth be discontinued, its 
remaining functions, if any, to be delegated 
to the Executive Vice-President. Fairbanks 
seconded the motion. Passed. A_ written 
copy of this report is on file in the office 
of the Secretary-Treasurer. 


Report of the Speech Correction Fund 
Committee. Chairman Johnson presented the 
report. During 1951 two main developments 
have occurred: (1) A Speech Correction 
Fund Scholarship has been established. This 
is a $500.00 scholarship. Eligibility require- 
ments include the M.A. degree or its equiv- 
alent. Applications so far received are to be 
reviewed by the committee presently, with 
a view toward evaluation of experience to 
date in administering eligibility requirements 
and scholarship policy generally. It is hoped 
that the first scholarship may be awarded 
within the next few weeks or months. (2) 
The National Society for Crippled Chil- 
dren and Adults, Inc., at its last annual 
meeting in the fall of 1951, definitely estab- 
lished a research foundation and provided 
for its support through a proportion of the 
annual income from the sale of Easter Seals, 
and other possible sources of funds. 


In view of this development, the Chairman 
of the Committee investigated, by communi- 
cating with Lawrence J. Linck, Executive 
Director of the National Society for Crip- 
pled Children and Adults, the possibility 
of associating the Speech Correction Fund 
functionally with the new research founda- 
tion. Mr. Linck pointed out in a letter dated 
November 26, 1951, that to date the Na- 
tional Research Foundation is not yet ‘actu- 
ally in operation, and that action should 
be postponed accordingly. It is the feeling 
of the Committee Chairman that considera- 
tion should be given, when it becomes feasi- 
ble to do so, to placing the Speech Correc- 
tion Fund administratively under the New 
National Research Foundation, provided (a) 
the Executive Council of the American 
Speech and Hearing Association retains pro- 
fessional control of the expenditure of re- 
search and scholarship funds within its 
field, and (b) contributions may be made by 
donors directly to the Speech Correction 
Fund or, if made to the National Research 
Foundation, earmarked for expenditure 
within the field of speech pathology. In 
the meantime, the recommendation is made 
that the Speech Correction Fund Commit- 
tee be continued. 

Moved by Henrikson and seconded by 
Backus that the report of the Speech Cor- 
rection Fund Committee be accepted. In 
the discussion which followed, Steer asked 
that the Committee settle whether we shall 
recommend people or projects, or both for 
the use of this fund. Motion passed. 

A written copy of this report is on file 
in the office of the Secretary-Treasurer. 

Report of the Committee on National 


Registries. Chairman Johnson presented the 
report. Correspondence was carried on dur- 
ing 1951 with governmental officials con- 
cerning the possibilities of including speech 
pathologists and audiologists in appropriate 
national registries of professional personnel. 
It is recommended that the study of this 
problem be continued and that the commit- 
tee report to the Council by mail or in 
regular meeting before taking final action. 

Moved by Johnson and seconded by 
Peterson that the report be approved. Passed. 
A written copy of this report is on file in 
the office of the Secretary-Treasurer. 

Committee on Nominations. Johnson stated 
that the Committee could not present its 
report at this time due to difficulties he had 
encountered in securing nominations from 
Committee members. He recommended that 
the Council change the structure of the 
nominating committee. 

Committee on Reorganization. Moved by 
Johnson and seconded by Hall that the 
Special Reorganization Committee and _ its 
Advisory Committees be dissolved. Passed. 

Report of Committee on Clinical Certifi- 
cation. Hall outlined the responsibilities of 
this Committee and explained that it had 
been impossible for the Committee to take 
action on any applications for certification 
because the Committees on Clinical Stand- 
ards in Speech and Clinical Standards in 
Hearing had not completed the formulation 
of certification requirements. The Commit- 
tee, therefore, could only receive applica- 
tions for certification. 

The report presented a detailed analysis 
of the applications received as well as an 
analysis of the area specification sheets 
mailed to the Chairman by the Membership. 

Moved by Johnson and seconded by Hen- 
rikson that the report be accepted. Fairbanks 
asked that a section of the report pertaining 
to publication be deleted. It was agreed by 
common consent that the reference was not 
binding on the Editor. Considerable discus- 
sion followed on manner of listing members 
in the Directory. Motion passed. A written 
copy of this report is on file in the office 
of the Secretary-Treasurer. 

Recessed from 12:05 p.m. until 1:30 p.m. 
Harlan Bloomer and George A. Kopp were 
additional Council members present for the 
afternoon session. 

Time and Place of 1952 Convention. Hen- 
rikson reported the Committee’s recom- 
mendations that ASHA meet either in Chi- 
cago, Illinois or Detroit, Michigan in 1952. 
Hotels were available on certain dates in 
October and November in both cities. 
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Moved by Carhart and seconded by 
Backus that we meet in Detroit on Novem- 
ber 20, 21, 22, 1952 at a hotel to be selected 
by the Secretary-Treasurer. Passed. 

Moved by Fairbanks and seconded by 
Carhart that the Secretary-Treasurer inform 
the National Society for the Study of Com- 
munication of our forthcoming convention 
and cordially invite the Society to join us 
in convention. Lost. 

Jeanette Anderson Hoffman, a member of 
the former Committee on Education, who 
had been asked by President Steer to join 
the Council for purposes of discussing prob- 
lems of clinical certification, appeared, and 
the problems were discussed informally. 

Report of the Committee on Constitu- 
tional Revision. Elaine Pagel Paden pre- 
sented a revised draft of the proposed By- 
Laws as published in the December, 1951 
issue of the Journal and as distributed to 
members of the Council. Dr. Paden ex- 
plained that many helpful suggestions had 
been received by the Committee from Coun- 
cilors and Members and that so far as pos- 
sible the suggestions had been included in 
the revision. Moved by McDonald and sec- 
onded by Fairbanks that the report be ac- 
cepted for consideration. Passed. 

President Steer complimented the Chair- 
man and members of the Committee on the 
work they had done and with the consent 
of the Council resolved the meeting into a 
Committee of the Whole for consideration 
of the proposed By-Laws. 

During the afternoon the Council dis- 
cussed each Article of the By-Laws sepa- 
rately and agreed upon several revisions to 
be made by the Committee. 

Council recessed from 6:05 p.m. to 8:15 
p-m., and reconvened as a Committee of 
the Whole, with additional members pres- 
ent: Spencer F. Brown and Charles Van 
Riper. 

With approval of the members pres- 
ent, the President ordered the Council back 
into regular session and instructed the Com- 
mittee on Constitutional Revision to make 
the revisions suggested by the Council and 
report back at the next meeting. 

Report of the Secretary-Treasurer. Kopp 
reported the execution of the instructions 
of the Council and Members in regard to: 
stationery, disposition of the Dictionary, 
postal ballots, microfilming of the minutes, 
purchasing of gavels for past presidents, 
auditing of books for the fiscal year June 30, 
1950-June 30, 1951, and the purchasing of 
fire insurance for the ASHA inventory at 
Wayne University and Danville, Illinois. 
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Moved by Kopp and seconded by Ains- 
worth that the report be accepted. Passed. 
A written copy of this report is on file in 
the office of the Secretary-Treasurer. 

Report of the Committee on Budget. 
Kopp presented a report on the financial 
status of the Association, including the of- 
ficial auditor’s report, June 30, 1951, a de- 
tailed statement of income and expenses for 
the period July 1, 1950 to June 30, 1951, a 
comparative statement of income and ex- 
penses for the past five years, an inventory 
of the Journal of Speech and Hearing Dis- 
orders and a balance sheet as of November 
30, 1951. Moved by Kopp and seconded by 
Peterson that the report be accepted. Passed. 
A written copy of this report is on file in 
the office of the Secretary-Treasurer. (An 
extract from the report is printed following 
these minutes.) 5 

Moved by Brown and seconded by Fair- 
banks that the Committee on Budget be in- 
structed to investigate the possibility of in- 
vesting some of its reserve fund in short 
term investments. Passed. 

Report of Committee on Membership. 
Kopp explained the work of the Committee 
in solicting new members and reported that 
460 applications had been approved for 
Membership and 290 approved for Asso- 
ciateship. Moved by Kopp and seconded by 
Hall that the report be accepted. Passed. 

Kopp presented the Committee’s suggested 
procedure for processing applications for 
Membership for persons holding degrees 
from foreign universities. The proposed pro- 
cedure was to accept an evaluation of the 
credentials as made by an accredited grad- 
uate school. 

Silverman suggested that perhaps the 
Committee on Membership could obtain an 
evaluation of foreign transcripts from the 
Institute of International Education, New 
York, New York. 

Moved by Hall and seconded by Brown 
that the Committee on Membership work 
out the procedure and submit it by mail for 
Council action. Passed. 

Moved by Van Riper and seconded by 
Fairbanks that requests for reciprocal mem- 
bership and certification from professional 
workers in foreign countries be processed 
on an individual basis according to the By- 
Laws. Passed. 

The Committee on Membership recom- 
mended Jane Bliss Taylor for Honorary 
Life Membership. Moved by Kopp and 
seconded by Hall that this recommendation 
be approved. Passed. 


Report of Committee on Ethical Practice. 
Brown reported that due to revision of the 
Code of Ethics he had not had time to make 
copies of the part of his report that had not 
been presented by Silverman in the morning 
meeting. The Secretary-Treasurer was in- 
structed to get the Code of Ethics mimeo- 
graphed and distributed to members of the 
Council before the next meeting. 

Report of Committee on Honors. Presi- 
dent Steer asked Fairbanks, a member of 
the Committee, to read the report. It was 
the recommendation of the Committee that 
Silverman write the resolutions for the As- 
sociation. Approved by general consent. 

Fairbanks read the definition of Fellowship 
as formulated by the Committee (see state- 
ment printed following the minutes). Moved 
by Henrikson and seconded by Ainsworth 
that the definition of Fellowship be ap- 
proved. Passed. 


In consideration of the definition of Fel- 
lowship, and the recommendation of the 
Committee on Honors, the Council elected 
the following Members to Fellowship: Stan- 
ley Ainsworth, Louis DiCarlo, E. Thayer 
Curry, Leo Doerfler, William G. Hardy, 
Ira Hirsh, Jack Matthews, Miriam D. Pauls. 

It was recommended by the Committee on 
Honors that the Honors of the American 
Speech and Hearing Association be awarded 
to Dr. Hallowell Davis. 

Moved by Johnson and seconded by Car- 
hart that Dr. Hallowell Davis be awarded 
the Honors of the Association. Passed. 

President Steer reviewed the contents of 
a communication that he had received from 
Charles R. Elliott and with the consent of 
the Council, referred (1) the suggestion for 
additional public service pamphlets and pub- 
lication of a list of supervisors of speech 
and hearing to the Editor, (2) the proposal 
for an accelerated campaign to get under- 
graduate students to subscribe to the Journal 
to the Business Manager of the Journal. 

The Secretary-Treasurer was instructed 
to standardize the stationery used by the 
officers and committee chairmen of the As- 
sociation. 

Disposition of the matter of definition of 
speech correction as contained in the Dic- 
tionary of Occupational Councilors was re- 
ferred to McDonald, Chairman of the Com- 
mittee on Clinical Certification. 

President Steer mentioned the invitation 
of the American Academy of Pediatrics to 
ASHA to participate in the Toronto Con- 
vention and his appointment of Charles 
Strother and Harlan Bloomer to represent 
the Association at that meeting. 


It was agreed that ASHA should not affil- 
jate with the International Association for 
Logopedics and Phoniatrics at this time, and 
that the Executive Vice-President and Chair- 
man of the Liaison Committee should in- 
form the President of that Society of this 
discussion. 

Adjourned 12:05 a.m., December 27, 1951. 


December 28, 1951, 8:00 p.m. 

Members present were: M. D. Steer, pre- 
siding, Stanley Ainsworth, Ollie Backus, 
Spencer F. Brown, Grant Fairbanks, Mar- 
garet E. Hall, Ernest Henrikson, George A. 
Kopp, Eugene T. McDonald, Gordon FE. 
Peterson, S. Richard Silverman, and Harold 
Westlake. 

Report of the Committee on Nominations. 
In consideration of the report of the Com- 
mittee on Nominations read by President 
Steer, the Council approved the following 
nominees: 

President-Elect: S. Richard Silverman 

Vice-President-Elect: Margaret E. Hall 

Secretary-Treasurer: George A. Kopp 

Chairman, Committee on Ethical Prac- 
tice: Spencer F. Brown 

Councilors: Myfanwy E. Chapman, E. 
Robert Harrington 

Rental of Safety Deposit Box. Moved by 
Fairbanks and seconded by Henrikson that 
George A. Kopp, Secretary-Treasurer, and 
Martha Tuck, Administrative Assistant to 
the Secretary-Treasurer, be authorized to 
rent a safety deposit box at the National 
Bank of Detroit to store records of the 
American Speech and Hearing Association. 
Passed. 

Dues. Moved by Kopp and seconded by 
Backus that the dues for Members of the 
ASHA be reduced to $6.00 per annum. Lost. 


Moved by Brown and seconded by Ains- 
worth that the present dues, $8.00 for Mem- 
bers, $4.00 for Associates, be continued in- 
definitely. Passed. 

Subscription to Journal. Moved by Brown 
and seconded by Silverman that the sub- 
scription to the Journal be $4.00 per annum. 
Lost. 

Report of the Committee on Constitu- 
tional Revision (cont.). Dr. Paden enumer- 
ated the changes made in the By-Laws as 
instructed by the Council and presented two 
alternative wordings for Article XIII. 

Council resolved itself into a Committee 
of the Whole to clarify intent and wording 
of Article XIII in regard to procedure of 
initiating and passing an amendment to the 
By-Laws. 
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Council reconvened and it was moved by 
Brown and seconded by Hall that Article 
XIII be accepted as revised. Passed. 

Moved by Kopp and seconded by Van 
Riper that the term of office of officers ex- 
cept that of the Secretary-Treasurer, begin 
on January 1. Passed. 

Moved by Ainsworth and seconded by 
Hall that the report of the Committee on 
Revision of the Constitution be accepted 
with commendation. Passed. 

Report of the Committee on Clinical 
Standards in Speeci>. McDonald summarized 
the detailed report of the Committee. 

The Council resolved itself into a Com- 
mittee of the Whole to consider each sec- 
tion of this report. 

Adjourned at 1:40 a.m. 


December 29, 1951, 9:00 a.m. 

Members present were: M. D. Stcer, pre- 
siding, Stanley Ainsworth, Ollie Backus, 
Spencer F. Brown, Raymond Carhart, Mar- 
garet E. Hall, George A. Kopp, Eugene T. 
McDonald, Gordon E. Peterson, S. Richard 
Silverman, Charles Van Riper, and Harold 
Westlake. 

Report of Committee on Committees. 
Westlake read the names of persons pro- 
posed for Standing Committees as provided 
for by the By-Laws, as well as for Special 
Committees for the year 1952. (This report 
is printed in full elsewhere in this issue.) 
The Council considered and approved each 
Committee separately. 

Moved by Backus and seconded by Mc- 
Donald that the report of the Committee 
on Committees be accepted. Passed. 

President Steer recognized Carhart to pre- 
sent a matter that had been discussed that 
afternoon at a meeting called by Dr. Merle 
Ansberry in regard to problems confronting 
speech and hearing clinics holding veterans 
contracts. After presenting the problem, 
Carhart moved and Backus seconded that 
a Committee on Minimum Requirements for 
Hearing Clinics consisting of the following 
members: Jack Bangs, George Falconer, 
Wallace A. Goates, John Keys, Donald 
Markle, S. Richard Silverman, Jesse J. Vil- 
larreal, Raymond Carhart, Chairman, be 
established. Passed. 

Moved by Carhart and seconded by Peter- 
son that the above committee be empowered 
to communicate with the sub-committee in- 
vestigating the same matter established by 
the consultants on hearing aids and audiom- 
eters of the American Medical Association. 
Passed. 
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Kopp raised the question of expenses for 
the committees recommended by Carhart. 

Moved by Henrikson and seconded by 
Kopp that the Committee on Budget be 
authorized to approve expenses of the com- 
mittees. Passed. 

Resolutions. Silverman read the Resolu- 
tions he had prepared for the Committee on 
Honors. Approved with commendation. 

President Steer agreed to write letters to 
the presidents of the universities that have 
provided financial and other help to ASHA 
during 1951. 

Report of the Committee on Clinical 
Standards in Speech (cont.). Council re- 
solved itself into a Committee of the Whole 
to finish discussing McDonald's report. 
After each section had been approved or 
revised, the Council was reconvened in busi- 
ness session. 

Moved by Backus and seconded by Brown 
that the report of the Committee on Clinical 
Standards in Speech be accepted with com- 
mendation. Passed. 

McDonald was asked to submit the ap- 
proved report at the afternoon Business 
Meeting and to mail a copy of the report 
as revised to each member of the Council. 
\ written copy of this report is on file in 
the office of the Secretary-Treasurer. 

Report of the Committee on Clinical 
Standards in Hearing. Doerfler summarized 
the work of the Committee and its recom- 
mendations. The Council was resolved into a 
Committee of the Whole for discussion of 
the general principles proposed by the Com- 
mittee, requirements for advanced certifi- 
cation in hearing, requirements for basic 
certification in hearing, and post-academic 
experience. 

The Council returned to business session 
and it was moved by Hall and seconded by 
Carhart that the report of the Committee 
on Clinical Standards in Hearing be ap- 
proved with commendation. Passed. 

Doerfier was requested to present the ap- 
proved report at the Business Meeting and 
to mail a copy of the report as revised to 
each member of the Council. A written 
copy of this report is on file in the office 
of the Secretary-Treasurer. 

Procedure for Accreditation of Training 
Centers. Moved by Henrikson and seconded 
by Carhart that the Committee on Clinical 
Standards in Hearing study the procedure 
for accrediting training centers during the 
coming year. Passed. 

Moved by Backus and seconded by Hen- 
rikson that the Committee on Clinical Stand- 
ards in Speech study the procedure for ac- 


crediting training centers during the com- 
ing year. Passed. 

Report of the Committee on Ethical Prac- 
tice (cont.). This report was taken from 
the table and Brown completed it by read- 
ing the revised Code of Ethics. 

Moved by Henrikson and seconded by 
Backus that the report of the Committee 
on Ethical Practice be accepted. Passed. A 
written copy of this report is on file in the 
office of the Secretary-Treasurer. 

Report of the Executive Vice-President. 
Henrikson mentioned that the part of his re- 
port dealing with time and place of the 1952 
convention had been considered. No con- 
sideration had been given to the recom- 
mended time and place of the 1953 conven- 
tion. Clarification was requested of his re- 
sponsibilities as Executive Vice-President, 
Chairman of the Liaison Committee, and 
Chairman of the Committee on Time and 
Place of Conventions. 

Moved by Hall and seconded by Carhart 
that the report of the Executive Vice-Presi- 
dent be accepted. Passed. 

Adjourned 12:30 p.m. 


December 29, 1951, 5:00 p.m. 

Members present were: Harold Westlake, 
presiding, Stanley Ainsworth, Raymond Car- 
hart, Grant Fairbanks, Margaret E. Hall, 
George A. Kopp, and Eugene T. McDonald. 

Honorary Life Membership in ASHA was 
approved for Miss Alice W. Mills. President 
Westlake was requested to send Miss Mills 
the notification of this Council action. 

McDonald presented his need, as Chair- 
man of the Committee on Clinical Certifi- 
cation, for a part-time secretary to expedite 
the work of his office. 

Moved by Carhart and seconded by Hall 
that the Committee on Budget, with the 
approval of the Council, be empowered to 
provide the Chairman of the Committee on 
Clinical Certification with a budget to be 
recommended by McDonald. Passed. 

Adjourned at 5:35 p.m. 


3ustness MEETINGS 
December 27, 1951, 8:00 p.m. 

President M. D. Steer called the meeting 
to order. 

Minutes of 1950 Meeting. Moved by Jo- 
seph M. Wepman and seconded by Charles 
Pedrey that the reading of the minutes of 
the 1950 Annual Convention be dispensed 
with and approved as they had been pub- 
lished. Passed. 

Reports of Officers. President Steer re- 
viewed and summarized the reports of Presi- 
dent-Elect Harold Westlake, Vice-President 


Harlan Bloomer, and Vice-President-Elect 
Stanley Ainsworth. 

The Secretary-Treasurer’s report was ab- 
stracted by George A. Kopp. He moved 
and Grant Fairbanks seconded that the re- 
port be approved. Passed. 

The report of the Editor was reviewed 
by Fairbanks. 

, Reports of Standing Committees. Commit- 
tee on Membership. Kopp summarized the 
report of this committee. 

Committee on Honors. President Steer re- 
ported that upon the recommendation of 
the Committee on Honors, the Council 
nominated Dr. Hallowell Davis for the 
Honors of the Association for 1951. Moved 
by Fairbanks and seconded by Frank M. 
Lassman that the nomination be approved. 
Passed. 

The definition of Fellowship was read as 
approved by the Council. Moved by Wep- 
man and seconded by Martin F. Palmer 
that the definition of Fellowship be ap- 
proved as read. Passed. 


The list of persons voted to the Fellow- 
ship by the Executive Council was read. 

Committee on Terminology. President 
Steer explained the report of this Committee 
and the Council action. 

Committee on Speech Correction Fund. 
President Steer abstracted this report and 
the Council action. 

Moved by Leo G. Doerfler and seconded 
by Ernest H. Henrikson that the actions of 
the Council on reports of the standing com- 
mittees be approved. Passed. 

Committee on Budget. Kopp presented an 
outline of the report of the Committee on 
Budget. He moved and Ruth Steer seconded 
that the report be accepted. Passed. 

Committee on Mid-Century White House 
Conference. This report and the recommen- 
dation of the Committee and the Council 
action were summarized by President Steer. 

Moved by Elvena Miller and seconded by 
Alan B. Clemons that the Council action on 
the report of the Committee on Mid-Cen- 
tury White House Conference be approved. 
Passed. 

Time and Place of 1952 Convention. 
President Steer presented the recommenda- 
tion of the Council that the 1952 Convention 
be held in Detroit, November 20, 21, 22, at 
at a hotel to be selected by the Secretary- 
Treasurer. Moved by Fairbanks and sec- 
onded by Louis M. DiCarlo that the time 
and place of the 1952 Convention as recom- 
mended by the Council be approved. Passed. 

Council Actions. President Steer enumer- 
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ated the suggestions that had been received 
from Charles R. Elliot and a communica- 
tion he had received from Frances A. Mul- 
len and included the specific disposition that 
had been made of each suggestion. 

President Steer reported the progress of 
the Executive Council in discussing the 
proposed new By-Laws, stating that they 
would be presented for vote of the Associa- 
tion at the next business meeting on De- 
cember 29, and asked for suggestions as 
to procedure. The meeting was resolved into 
a Committee of the Whole for purposes of 
this discussion. 

The meeting returned to regular session 
and it was agreed by common consent that, 
since a proposed draft of the By-Laws had 
been published in the Journal, detailed con- 
sideration at the next business meeting 
would be given only to subsequent revisions 
of that draft on the part of the Executive 
Council. 

New Business. Wepman requested that 
chairmen of future program committees 
take into consideration the time needed for 
the last business meeting. The last business 
meeting usually interferes with the attend- 
ance at program meetings and he hoped 
that something could be done about the 
forthcoming Saturday meeting. 

A discussion followed concerning ways 
of securing more time for the December 29 
business meeting. 

Moved by Pedrey and seconded by Wep- 
man that the Saturday Business Meeting 
start at 12:45 p.m. Passed. 

President Steer instructed the Secretary- 
Treasurer to prepare and circulate to all 
chairmen of meetings on Friday and Satur- 
day morning a notice of the change in time 
of the Saturday Business Meeting. 

Elvena Miller requested that the Council 
give more consideration to public school 
workers in nominating committee and Coun- 
cil members. 

Adjourned 10:40 p.m. 


December 29, 1951, 12:45 p.m. 

President Steer called the meeting to 
order. 

Council Actions. Steer reported the action 
of the Council in authorizing the Secretary- 
Treasurer and his administrative assistant to 
rent a safety deposit box at the National 
Bank of Detroit to store records of the 
American Speech and Hearing Association. 

Moved by Spencer F. Brown and sec- 
onded by Raymond Carhart that the action 
of the Executive Council on rental of safety 
deposit box be approved. Passed. 
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Steer presented the Council recommenda- 
tion that the present dues, $8.00 for Mem- 
bers and $4.00 for Associates, be continued 
indefinitely. 

Moved by James F. Curtis and seconded 
by Brown that the action of the Council on 
dues be approved. Passed. 

President Steer explained that the report 
of the Executive Vice-President was re- 
ceived for consideration by the Council, but 
that the Business Meeting need take no ac- 
tion other than that already taken regarding 
the time and place of the 1952 Convention. 

Election of Officers, Councilors, and 
Committee Chairmen. Steer presented the 
nominations of the Council: 

President-Elect: S. Richard Silverman 

Vice-President-Elect: Margaret FE. Hall 

Secretary-Treasurer: George A. Kopp 

Councilors: Myfanwy E. Chapman, F. 

Robert Harrington 
Chairman, Committee on Ethical Practice: 
Spencer F. Brown. 

Moved by Westlake and seconded by Car- 
hart that the nominations be accepted for 
consideration. Passed. 

Moved by Carhart and seconded by Curtis 
that the Secretary cast a unanimous ballot 
for the officers, councilors, and committee 
chairmen nominated by the Council. Passed. 

Report of Committee on Committees. 
Westlake read the list of committee appoint- 
ments. 

Constitutional Revision. At the request of 
President Steer, Fairbanks summarized the 
changes that the Council had made in the 
proposed By-Laws as published. 

Moved by Margaret Hall and seconded 
by Charlotte Wells that the By-Laws as 
revised by the Council be approved. (The 
new By-Laws are published elsewhere in 
this issue.) 

In the discussion which followed, Curtis 
suggested that consideration should be given 
to the method of nominating officers. He 
recommended that two nominees be listed 
for each office. 

Claude Kantner moved and Clemons sec- 
onded to amend Article XIII of the By- 
Laws by striking out the term, ‘two thirds’ 
and inserting the word, ‘majority.’ Passed. 

Main motion passed. 

Moved by Ira Hirsh and seconded by 
Fairbanks that the President encourage the 
Committee on Nominations next year to 
submit more than one candidate for each 
office. Passed. 

Report of the Committee on Clinical 
Standards in Speech. Chairman McDonald 
presented an over-all outline of the recom- 


mendations of the Committee on Clinical 
Standards in Speech as revised and approved 
by the Council. He then proceeded with a 
detailed explanation of the recommendations 
for the Basic Certificate in Speech. 

Moved by Warren Gardner and seconded 
by Doerfler that the proposed requirements 
for the Basic Certificate in Speech be ap- 
proved. Passed. 

McDonald explained the 200 clock hours 
requirement as provided in the recommen- 
dations. 

Moved by John Gaeth and seconded by 
Wepman that the recommendation of the 
Council on the 200 clock hours requirement 
be approved. Passed. 

McDonald explained in detail the recom- 
mended requirements for the Advanced Cer- 
tificate in Speech. 

Moved by Gardner and seconded by Car- 
hart that the recommendation of the Council 
on requirements for Advanced Certification 
in Speech be approved. Passed. 

McDonald next presented an explanation 
of supervised experience requirements as 
defined by the Committee and recommended 
by the Council. 

Moved by Jack Matthews and seconded 
by Wallace A. Goates that the report of 
the Committee on Clinical Standards in 
Speech be accepted in full. Passed. 

A written copy of this report is on file in 
the office of the Secretary-Treasurer. (An 
outline of the requirements together with 
an explanatory statement will be published 
in the June issue.) 

Report of the. Committee on Clinical 
Standards in Hearing. Doerfler explained 
the recommendations of the Committee on 
Clinical Standards in Hearing as revised 
and approved by the Council on the re- 
quirements for the Basic Certificate in Hear- 
ing. 

Moved by Matthews and seconded by 
Hirsh that the recommended requirements 
for the Basic Certificate in Hearing be ap- 
proved. Passed. 

Moved by Gaeth and seconded by Hirsh 
that a part of the 200 clock hours required 
for the Basic Certificate in Speech be ac- 
cepted in the requirements for the Basic 
Certificate in Hearing. 

Doerfler, assisted by Steer, explained the 
200 hours practice training requirement that 
was recommended. 

Moved by Glenn J. Taylor and seconded 
by Carhart that 200 clock hours be re- 
quired and that a limited number of hours 
may be in speech correction. Passed. 

Moved by Matthews and seconded by 
Gaeth that the form for reporting super- 


vised training as approved by the Council 
be accepted. Passed. 

Doerfler explained the requirements for 
the Advanced Certificate in Hearing as 
recommended by the Committee and as re- 
vised and approved by the Council. 

Moved by Hall and seconded by Kopp 
that the 60 hour requirement for the Ad- 
vanced Certificate in Hearing as approved 
by the Council be accepted. Passed. 

Moved by Gaeth and seconded by West- 
lake that the recommended supervised ex- 
perience requirement be approved. Passed. 

Moved by Carhart and seconded by Hall 
that a favorable recommendation from the 
director of a unit offering advanced degrees 
in the field of speech and hearing be a re- 
quirement for the Advanced Certificate in 
Hearing. Passed. 

Doerfler presented the recommendation 
that the fourth requirement for the Ad- 
vanced Certificate in Hearing be an exami- 
nation. 

Fairbanks spoke in opposition to the ex- 
amination requirement. 

Moved by Gaeth and seconded by Carhart 
that the recommendations of the Committee 
and Council on the examination require- 
ment for the Advanced Certification in 
Hearing be accepted. Passed. 

The recommendation of the Committee 
as approved by the Council on the accredi- 
tation of training centers was presented by 
Doerfler. . 

Moved by Matthews and seconded by 
Carhart that the report of the Committee 
on Clinical Standards in Hearing be ap- 
proved in full. Passed. A written copy of 
this report is on file in the office of the 
Secretary-Treasurer. (An outline of the 
requirements together with an explanatory 
statement will be published in the June 
issue.) 

President Steer extended the appreciation 
of the Membership to McDonald and Doer- 
fler and the Committees on Clinical Stand- 
ards in Speech and Clinical Standards in 
Hearing for the excellent work they had 
done for the Association. ‘ 

Code of Ethics. In the absence of Chair- 
man Brown, Fairbanks was asked to read 
the Code of Ethics for the Committee on 
Ethical Practice. Moved by Fairbanks and 
seconded by McDonald that the Code of 
Ethics be approved. Passed. (The final 
statement of the Code of Ethics will be 
published in the June issue.) 

Grandfather Clauses. Moved by McDon- 
ald and seconded by Doerfler that the grand- 
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father clauses as approved by the Council 
in the reports of the Committee on Clinical 
Standards in Speech and the Committee on 
Clinical Standards in Hearing be accepted. 
Passed. 

President Steer asked Elaine Pagel Paden 
to stand and receive the applause of the 
Association for her work as Chairman of 
the Committee on Constitutional Revision. 

At the request of President Steer, Fair- 
banks read the following Resolutions: 

Resolved: That the Association record its 
deep gratitude for the energetic, earnest, in- 
telligent services of its retiring President, 
Professor M. D. Steer. His persistent and 
devoted efforts to gather information con- 
cerning ways and means of improving the 
services of the Association are sincerely 
appreciated. 

Resolved: That the Association record its 
heartfelt gratitude and satisfaction for the 
fruitful efforts of Vice-President Harlan 
Bloomer in preparation of the instructive 
and well planned program developed for 
the 1951 convention. 

Resolved: That the Association point with 
justifiable pride to the imaginative, dedi- 
cated, editorial leadership of Professor Grant 
Fairbanks. 

Resolved: That the Association record its 
appreciation to associated groups for their 
cooperative efforts in staging the joint 1951 
convention. 

Resolved: That the Association express 
its sincere appreciation to the Committee on 
Local Arrangements and its Chairman, Jayne 
Shover, and Co-Chairman, Dr. John Gaeth, 
for its efficient activities in staging the 1951 
convention. 

Resolved: That the Association express its 
appreciation to the staff of the Conrad Hil- 
ton Hotel for its gracious assistance in mak- 
ing the 1951 convention a success. 

Resolved: That the Association record its 
gratitude to the Committee on Constitu- 
tional Revision under the intelligent, effi- 
cient leadership of Dr. Elaine Pagel Paden 
for brilliant consummation of the the diffi- 
cult and challenging task assigned them. 

Resolved: That the Association record its 
sincere appreciation to the Committee on 
Clinical Standards in Speech under the tire- 
less, efficient and intelligent leadership of 
Dr. Eugene McDonald, and similarly to 
the Committee on Clinical Standards in 
Hearing under the equally intelligent and 
indefatigable leadership of Dr. Leo Doerfler 
for their tremendous and abundant efforts 
in the vital and significant tasks assigned 
them by the Association. 
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Resolved: That the Association express its 
continuing satisfaction to Lawrence J. Linck, 
Executive Director, and Miss Jayne Shover 
of the National Society for Crippled Chil- 
dren and Adults, Inc., for the mutually con- 
structive relationship which exists between 
the two organizations. 

Moved by Fairbanks and seconded by 
Carhart that the Resolutions as read be 
adopted. Passed. 

Program Committee. Stanley Ainsworth 
read the list of members of the Program 
Committee. 

Moved by Carhart and seconded by 
George Herman that the Council action on 
Committee on Minimum Requirements for 
Hearing Clinics be approved. Passed. 

President Steer thanked the officers, Coun- 
cil, members of committees, and Members 
for their cooperation during the past‘ year, 
expressed his appreciation for the privilege 
and pleasure of serving as President and 
turned the gavel over to President-Elect 
Harold Westlake. 

Westlake accepted the gavel and imme- 
diately presented it to Steer as a symbol 
of appreciation of the Association for his 
work as- President. 

Meeting adjourned 4:55 p.m. 


Members Fiectep to Fe_towsnipe 
Stanley Ainsworth 
Louis DiCarlo 
Ek. Thayer Curry 
Leo Doerfler 
William G. Hardy 
Ira Hirsh 
Jack Matthews 
Miriam D. Pauls 


CoMMiItTTErE APPOINTMENTS 
Standing Committees 
Commuttees (Officers; President-Flect, 
Chairman) 
1. Stanley H. Ainsworth 
Grant Fairbanks 
Ernest H. Henrikson 
George A. Kopp 
Harold Westlake 
6. S. Richard Silverman, Chairman 
Nominations (Four appointive members, 
most recent ex-President, Chairman) 
1. Merle Ansberry 
2. Wendell Johnson 
3. John W. Keys 
4. Elvena Miller 
5. M. D. Steer, Chairman 
Budget (President; Editor; Secretary- 
Treasurer, Chairman) 
1. Grant Fairbanks 
2. Harold Westlake 
3. George A. Kopp, Chairman 
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Liaison (President; Vice-President; Secre- 
tary-Treasurer; Editor; Chairman of Com- 
mittee on Clinical Certification; Chairman 
of Committee on Ethical Practice; Execu- 
tive Vice-President, Chairman) 

1. Stanley H. Ainsworth 

2. Spencer F. Brown 

3. Grant Fairbanks 

4. George A Kopp 

5. Eugene T. McDonald 

6. Harold Westlake 

7. Ernest H. Henrikson, Chairman 

Convention Program (Vice - President- 
Elect; appointive members; Vice-President, 
Chairman) 

1. John H. Gaeth 

2. Elise Hahn 

3. Lester L. Hale 

4. Margaret E. Hall 

5. George Herman 

6. Jack Matthews 

7. Gordon E. Peterson 

8. Wilbert L. Pronovost 
9. Frank B. Robinson 

10. R. Edwin Shutts 

11. Duane C. Spriestersbach 
12. Dean E. Williams 

13. Mary E. Williams 

14. Stanley H. Ainsworth, Chairman 

Membership (One member each from 
speech disorders, hearing disorders, and 
basic speech and hearing sciences; Secretary- 
Treasurer, Chairman) 

1. William G. Hardy 

2. G. Paul Moore 

3. Hildred Schuell 

4. George A. Kopp, Chairman 

Honors (Five members who are Fellows; 

President-Elect, Chairman) 
Raymond Carhart 
Grant Fairbanks 
Margaret E. Hall 
E. Robert Harrington 
Martin F. Palmer 
6. S. Richard Silverman, Chairman 

Clinical Standards in Speech (Four mem- 
bers who hold Advanced Clinical Certificate 
in Speech; appointive Chairman) 

1. Ollie Backus 

2. Margaret FE. Hall 

3. Eugene T. McDonald 

4. Jack Matthews 

5. Duane C. Spriestersbach, Chairman 
(1952-54) 

Clinical Standards in Hearing (Four 
members who hold Advanced Clinical Cer- 
tificate in hearing; appointive Chairman) 

1. Merle Ansberry 
2. Moe Bergman 
3. Hayes A. Newby 
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4. Miriam D. Pauls 
5. Leo D. Doerfler, Chairman (1951-53) 

Clinical Certification (At least eight ap- 
pointive members, all holding Advanced 
Clinical Certificate, four in speech, four in 
hearing; elected Chairman) 

1. Jacqueline Keaster 
Harriet Green Kopp 
Ruth Beckey Irwin 
Frank Lassman 
Darrel J. Mase 
5. Robert Milisen 
S. Richard Silverman 
8. Charlotte G. Wells 
9. Eugene T. McDonald, Chairman 
(1952-55) 

Ethical Practice (Four members, one each 
from speech, hearing, and basic speech and 
hearing science; elected Chairman) 

1. Hilda F. Amidon (1952) 

2. James F. Curtis (1952-54) 

3. Frank Lassman (1952-54) 

4. Darrel J. Mase (1952) 

5. Spencer F. Brown, Chairman (1952- 
33) 

Terminology (Five members; appointive 

Chairman) 
1. Norton Canfield (1951-55) 
2. Grant Fairbanks (1950-53) 
3. William G. Peacher (1950-52) 
4. John C. Snidecor (1952-56) 
5. Samuel D. Robbins, Chairman (1950- 
54) 
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Time and Place (Three appointive mem- 
bers; Executive Vice-President, Chairman) 
1. Martin F. Palmer 
2. M. D. Steer 
3. Kathleen Varner 
4. Ernest H. Henrikson, Chairman 


Special Committees 
National Registries 
1. Merle Ansberry 
2. Ernest H. Henrikson 
3. Wendell Johnson, Chairman 
Placement, Advisory to Placement Service 
of the National Society for Crippled Chil- 
dren and Adults 
1. Harlan Bloomer 
2. George A. Kopp 
3. Margaret E. Hall 
4. Herbert Koepp Baker, Chairman 
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Speech Correction Fund 

1. Herbert Koepp Baker 

2. George A. Kopp 

3. M. D. Steer 

4. Charles Van Riper 

5. Wendell Johnson, Chairman 
Exchange of Materials 

1. Louis M. DiCarlo 

2. T. D. Hanley 

3. James M. Mullendore 

4. Gretchen Mueller Phair 

5. Albert O. Weissberg, Chairman 
Placement Study Committee 

1. George A. Kopp 

2. Harold Westlake 

3. Ollie Backus, Chairman 
Minimum Requirements for Hearing 

Clinics 

1. Jack L. Bangs 

2. George A. Falconer 

3. Wallace A. Goates 

4. John W. Keys 

5. Donald M. Markle 

6. S. Richard Silverman 

7. Jesse J. Villarreal 

8. Raymond T. Carhart, Chairman 


EXTRACT FROM THE REPORT OF THE 
CoMMITTEE ON Honors 
Definition of Fellowship 

Fellowship is an honor which may be 
awarded to a Member in recognition of 
achievement in the directions indicated by 
the statement of the purposes of the Asso- 
ciation as recorded in the By-Laws. It has 
no fixed requirements, and it may not be 
applied for or proposed by a Member for 
himself. It is not a class of membership, is 
not awarded to any arbitrary percentage of 
the membership, and is not applicable to 
non-Members or Associates. 

A Fellow shall have been active in the 
Association, as evidenced by publication in 
the Journal, appearance on the convention 
programs, or service on committees, and 
shall have a record of achievement, unques- 
tionable and sustained, of one or more of 
the following types: (1) Original contribu- 
tions to the advancement of knowledge; (2) 
distinguished educational, professional, or 
administrative activity; (3) outstanding serv- 
ice to the Association. 
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Balance Sheet 
June 30, 1951 





Assets 
a a 
Cash. im Peatt. Bamk of Dieteeit...... onc ccccccccccccccccien 
Petty Cash Funds 
a a a aa $ 150.00 
at ie er a ee oe 100.00 
SE «decd icacakuccevariseverersercenexes 25.00 
SI Se ugdbeasaeebewmn 25.00 
Committee on Ethical Practice .................2e00- 25.00 
Committee on Clinical Standards in Speech ........... 75.00 
NS - pcavcndagesnunanseessebadintapeescesasddcuxewes $ 512.67 
Less: Reserve for Depreciation ...... ih oly hare cea warianiele en » aa 
I DED oo cca e ass boda eke ca war eenwaeeaawe 
PE MED acaccacuddetnenshiesedeeennecyasiweseass 
FRI, et rat Pe 
Liabilities 
Advances 
Sy SO oe eee be cakneeeaweaenataree s 1.00 
From Subscribers ...... ie baity iene acbadaneoe ben 144.63 
dancin canwiksdcekieacddeawmneekye 
Net Worth 
Journal of Speech and Hearing Disorders Fund........... $6,157.47 
a er 4,897.55 
EE SE ck denn ove bua seks kabobs ae eas 5,974.94 


Total Net Worth 


Total Liabilities and Net Worth .... 


Balance Sheet 
November 30, 1951 





Assets 
Cash tae arta ia aren ll arr a a bla ee ee 
Cash in Nat'l. Bank of Detroit .................. 
Petty Cash Funds 
Edmor ..... LEE NT AS ee Cee EPR Oe ee $ 92.82 
Wayne University ............ pocaieade siaae ae 25.00 
Committee on Ethical Practice ................ ere 14.00 
Committee on Clinical Standards in Speech ............ 51.77 
Committee on Credentials ................sccee; 30.70 
TD: iv inicids oi She di aes daw eieeaeens 
DI oo inte nuchennebadesenenseahvediecerkeakekenes $ 512.67 
Less: Reserve for Depreciation Ee al TN nO ee 146.45 


Total Assets 


$ 275.30 
15,470.08 


400.00 


387.57 


600.18 
42.46 


$17,175.59 


17,029.96 





$17,175.59 


$ 165.00 
16,641.21 


366.22 


$18,146.67 
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Liabilities 

Advances 

I i a ees Seek AG teehee $ 29.50 

SE ME oe og hk ee eee 75 

EE I, hoekeekedcebcndadsvaisakcswiwaves $ 101.25 
Net Worth 

Journal of Speech and Hearing Disorders Fund ..........$6,151.71 
| OS RS ee Ee) 


SE NE Sc tu wruacwepcarceuae dectasecaarin 
Leknand Gebiveennet 60edeesusas ans 18,045.42 


Dieciaa teed a haterktaadte’ $18,146.67 


EXTRACT FROM THE Report oF THE Eprtor 


Number of pages devoted to different types of materials during 1951 
compared with 1950 totals: 
March June Sept. Dec. Direct. 1951 1950 


Suppl. Total Total* 
Research and Theoretical Material 

















Articles 39 40 58 54 191 217 
Abstracts 3 16 3 7 29 20 
Total 2 56 61 61 220 237 
Practical and Business Material 
Articles 23 22 22 3 70 54 
Book Reviews 3 16 a 6 29 19 
News 9 10 5 6 30 30 
ASHA Business 17 6 2 18 62 105 83 
Total 52 54 33 33 62 234 186 
Front Matter 2 2 2 2 2 10 10 
Total 96 112 96 96 64 464 433 


* Exclusive of Monograph Supplement 
Manuscripts read and rejected—15 








BY-LAWS OF THE 
AMERICAN SPEECH AND 
Adopted December 29, 1951 


Article I. Name 
The name of this corporation shall be the 
American Speech and Hearing Association. 


Article II. Purpose 

The purposes of this organization shall be 
to encourage basic scientific study of the 
processes of individual human speech and 
hearing, promote investigation of speech 
and hearing disorders, and foster improve- 
ment of therapeutic procedures with such 
disorders; to stimulate exchange of informa- 
tion among persons thus engaged, and to 
disseminate such information. 


Article III. Membership 
Section 1. Classes of Membership 
The membership of this Association 

shall consist of two classes: Members and 
Associates. The Members shall comprise the 
voting body of the Association. The right 
to hold office shall be limited to Members. 
Section 2. Eligibility 
The requirement for Members shall be 
the bachelor’s degree or higher in the gen- 
eral area of speech and hearing or tangent 
areas, except that this requirement may be 
waived in special instances by recommenda- 
tion of the Committee on Membership and 
two-thirds vote by the Executive Council. 

b. There shall be no requirements for 
Associates. 


Section 3. 
Privileges 

a. Any Member or Associate who violates 
the By-Laws or the Code of Ethics of the 
Association shall be suspended by a three- 
fourths vote of the Executive Council. Per- 
sons who have been suspended may, upon 
recommendation of the Committee on Ethi- 
cal Practice, be reinstated after one year by 
two-thirds vote of the Executive Council. 

b. A Member or Associate whose dues 
are not paid by January 15 shall not receive 
the official publications of the Association 
until his dues have been paid for the current 
year. 

c. A Member or Associate whose dues 
are in arrears on January 15 of the second 
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year shall be automatically dropped from 
the rolls of the Association. 


Article IV. Dues 

The annual dues of the Association for 
Members and Associates shall be recom- 
mended by the Executive Council and ap- 
proved by the Membership. Dues are pay- 
able in advance for the membership year, 
beginning January 1. All Members and 
Associates shall receive all official publica- 
tions of the Association, including the Jour- 
nal of Speech and Hearing Disorders, Mon- 
ograph Supplements thereto, and the Annual 
Directory. 


Article V. Officers 
Section 1. Designation 
The officers of this Association shall be: 

President 
Executive Vice-President 
Vice-President 
Secretary- Treasurer 
Editor 

, 


Section Duties 

a. The President shall be the chief execu- 
tive officer of the Association. It shall be 
his duty to preside at all regular meetings 
of the Association, to call emergency meet- 
ings of the Association, Executive Council, 
or any of its committees, to appoint at the 
direction of the Executive Council all mem- 
bers of committees except those specified to 
be elected, and to promote the interests of 
the Association in all ways. 

b. The Executive Vice-President shall be 
responsible for maintaining key policies of 
the Association and for administering con- 
tinuing long-term matters involving Asso- 
ciation policy. He shall serve as the chief 
liaison officer of the Association, and be 
ex-officio Chairman of the Committee on 
Liaison. 

c. The Vice-President shall be ex-officio 
Chairman of the Committee on Convention 
Program. 

d. The Secretary-Treasurer shall record 
and file the regular minutes of all official 
meetings of the Association. He shall receive 





and file copies of the minutes of important 
committee meetings and copies of reports 
of officers and committee chairmen. He 
shall handle all correspondence necessary 
to the proper performance of his official 
duties. He shall also serve as ex-officio 
Chairman of the Committee on Membership, 
and in this capacity receive applications for 
membership, keep a record of action taken, 
and maintain a current membership list. 


The Secretary-Treasurer shall be entrusted 
with the collection and safeguarding of the 
Association’s lawful funds, subject to the 
expressed wishes of the Members of the 
Association in their official meetings. He 
shall be bonded, shall be the only official 
of the Association authorized to draw 
money from the Association’s funds and 
make expenditures, and his accounts shall 
be subject to annual audit. All routine ex- 
penditures as outlined in the budget pre- 
pared by the Committee on Budget shall be 
made by him; unusual expenditures will be 
referred to that Committee for action. He 
shall be business manager of all Association 
publications and manage the business mat- 
ters attendant to the annual convention. 

e. The Editor shall be Chairman of the 
Editorial Staff. He shall be responsible for 
all regular publications of the Association, 
and all other publications of the Association 
shall be subject to his general supervision. 

f. Each officer shall present to the Exec- 
utive Council, at the time of its annual meet- 
ing, a written report of his official activities. 
Section 3. Officers-Elect 

All officers shall be elected one year prior 
to the assumption of their duties. Officers- 
elect shall be members of the Executive 
Council. In the event of the incapacity or 
resignation of any current officer, the offi- 
cer-elect shall immediately succeed to the 
office to complete the unexpired term as 
well as the term for which he has been 
elected. 

Section 4. Removal from Office 

Any officer may be removed from office 
by three-fourths vote of the Executive 
Council and three-fourths vote of the Mem- 
bers voting, providing the action was in- 
itiated by the signed petition of at least 
ten Members. 


Article VI. Executive Council 
Section 1. Designation 

The Executive Council of the Association 
shall consist of the Officers, the Officers- 
Elect, the most recent ex-president, the 
Chairmen of the Committee on Clinical 
Certification and the Committee on Ethical 
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Practice, and six Councilors-at-Large, at 
least one of whom shall be from the area 
of speech disorders, one from the area of 
hearing disorders, and one from the area 
of basic speech and hearing sciences. 
Section 2. Meetings 

Regular meetings of the Executive Council 
shall be held each year at the time and 
place of the annual convention; special 
meetings may be heid at any other times 
when necessary as called by the President. 
When it is impossible to gather a majority 
of the Councilors for a special meeting, 
business may be conducted by mail ballot. 
A quorum shall consist of the Councilors 
present or answering the mail ballot as the 
case may be. 
Section 3. Powers and Duties 

The Executive Council shall exercise gen- 
eral management of the affairs of the Asso- 
ciation, and shall be the financial and busi- 
ness instrument of the Association. It is the 
body to whick all Officers and Committees 
of the Association report and are immediate- 
ly responsible. In general, its duties shall be 
executive, and it is empowered to perform 
all such duties as are set forth elsewhere in 
the By-Laws. Its actions in such matters 
shall be reported to the Membership at the 
annual business meeting for information. 
Where specified elsewhere in the By-Laws, 
certain matters of business shall be referred 
to the Membership for action either at the 
annual business meeting or by mail ballot. 


Article VII. Elections 
Section 1. Terms of Office 
The terms of office shall be as follows: 


President One Year 
Executive Vice-President Four Years 
Vice-President One Year 


Secretary-Treasurer Four Years 
Editor Four Years 
Chairman, Committee on 
Clinical Certification 
Chairman, Committee on 
Ethical Practice Four Years 
Councilors-at-Large Three Years 
All terms of office shall begin on January 
1 except that the term of the Secretary- 
Treasurer shall begin on July 1. 


Four Years 


Section 2. Elections 

Two Councilors-at-Large and the neces- 
sary Officers-Elect shall be elected at each 
annual business meeting. Nominees shall 
be presented at the meeting by the Execu- 
tive Council upon recommendation of the 
Committee on Nomination; further nomina- 
tions may be made from the floor. The re- 
quirement for election shall be a majority 
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of the votes of Members present at the an- 
nual business meeting. 
Section 3. Vacancies 

In the case of long-term officers, if the 
vacancy occurs before the election of an 
officer-elect, the office shall be filled by 
election at the next annual business meeting, 
and, if necessary, the Executive Council 
shall be empowered to appoint an officer 
pro tem to discharge the responsibilities of 
the office until the time of such business 
meeting. If a vacancy occurs for any reason 
among members of the Executive Council, 
other than officers, it may be filled for the 
unexpired term by action of the Executive 
Council. 


Article VIII. Committees 
Section 1. General Duties 

The regular, continuing business of the 
Association shall be carried on by a group 
of standing committees as listed in the fol- 
lowing sections. The Chairman of each 
committee shall prepare for the Executive 
Council a written report of the year’s ac- 
tivities. This report shall be in the hands 
of the President at least 30 days prior to 
the annual business meeting. The President, 
subject to ratification by the Executive 
Council, may appoint temporary commit- 
tees to carry out specific duties not pro- 
vided for in the Standing Committees. All 
committees are directly responsible to the 
Executive Council. 
Section 2. Committee on Committees 

Ihe Committee on Committees shall con- 
sist of the Officers of the Association and 
the President-Elect, who shall be Chairman. 
Its duties shall be to recommend to the 
Executive Council the appointive personnel 
of all committees for the succeeding year. 
Section 3. Committee on Nominations 

The Committee on Nominations shall con- 
sist of four appointive members and the 
most recent ex-president, who shall be 
Chairman. The Committee shall prepare 
nominations for all Officers and Council 
members to be elected at the annual meet- 
ing and submit these nominations to the 
Executive Council for approval or revision 
and recommendation to the Membership. 
Section 4. Committee on Budget 

The Committee on Budget shall consist 
of the President, the Editor, and the Secre- 
tary- Treasurer, who shall serve as Chairman. 
The Committee shall be responsible for the 
preparation of the Association budget, and 
shall act upon all exceptional expenditures 
not otherwise authorized. 


Section 5. Committee on Liaison 

The Committee on Liaison shall consist 
of the President, Vice-President, Secretary- 
Treasurer, Editor, Chairman of the Com- 
mittee on Clinical Certification, Chairman 
of the Committee on Ethical Practice, and 
Executive Vice-President, who shall be 
Chairman. The Committee shall study the 
relationships of the Association to other As- 
sociations, to various federal and state offices 
and bureaus, to allied professions and areas, 
and shall search for methods of fostering 
such relationships. 


Section 6. Conmiittee on Convention 
Program 

The Committee on Convention Program 
shall consist of the Vice-President-Elect, the 
Vice-President, who shall be Chairman, and 
additional members as shall be required to 
discharge the duties of the committee. The 
Committee shall have complete charge of 
preparing the professional program for the 
annual convention, relying on the Secretary- 
Treasurer for completion of all business ar- 
rangements necessary thereto. 
Section Committee on Membership 

The Committee on Membership shall con- 
sist of three Members, one each from the 
fields of speech disorders, hearing disorders, 
and basic speech and hearing sciences, and 
the Secretary-Treasurer, who shall be Chair- 
man. The Committee shall process applica- 
tions of Members and Associates, and exer- 
cise general supervision over matters relat- 
ing to membership. The Committee shall be 
empowered to qualify applicants at any 
time, subject to requirements stated else- 
where in these By-Laws and to reversal, 
when necessary, by two-thirds vote of the 
Executive Council. 


Section 8. Committee on Honors 

The Committee on Honors shall consist 
of five members who are Fellows, and the 
President-Elect, who shall be Chairman. 
This Committee shall nominations 
for Fellowship submitted by any Fellow and 
shall transmit such nominations to a vote of 
the Executive Council; it shall make recom- 
mendations to the Executive Council for 
Honors of the Association; and it shall sub- 
mit to the Executive Council the customary 
annual resolutions regarding individuals and 
agencies to whom the Association owes its 
thanks. 


receive 


Section 9. 
in Speech 

The Committee on Clinical Standards in 
Speech shall consist of a Chairman, who is 
appointed for a three-year term, and four 


Committee on Clinical Standards 





other members all of whom hold the Ad- 
vanced Clinical Certificate in speech. The 
Committee shall study and define the re- 
quirements for certification of clinical com- 
petency in speech and refer its recommenda- 
tions regarding requirements for certifica- 
tion to those persons who have been certi- 
fied in speech, and in this the Committee 
shall be regarded as representative of those 
persons. The resulting recommendations shall 
be transmitted to the Executive Council for 
approval. The Committee shall continuously 
study the existing standards and recommend 
methods for raising standards. 


Section 10. Committee on Clinical Standards 
in Hearing 

The Committee on Clinical Standards in 
Hearing shall consist of a Chairman, who is 
appointed for a three-year term, and four 
other members all of whom hold the Ad- 
vanced Clinical Certificate in hearing. The 
Committee shall study and define the re- 
quirements for certification of clinical com- 
petency in hearing and refer its recommen- 
dations regarding requirements for certifica- 
tion to those persons who have been certi- 
fied in hearing, and in this the Committee 
shall be regarded as representative of those 
persons. The resulting recommendations shall 
be transmitted to the Executive Council for 
approval. The Commuttee shall continuously 
study the existing standards and recommend 
methods for raising standards. 


Section 11. Committee on Clinical 
Certification 

The Committee on Clinical Certification 
shall consist of a Chairman elected for a 
term of four years and at least eight other 
appointive members, four in speech and four 
in hearing, all of whom hold the Advanced 
Clinical Certificate. The Committee shall 
process applications for certification, em- 
ploying the qualification standards estab- 
lished by the Executive Council on recom- 
mendation of the Committees on Clinical 
Standards in Speech and Clinical Standards 
in Hearing. Each application shall be acted 
upon by at least four members holding Ad- 
vanced Certification in the area (speech or 
hearing) in which the applicant is seeking 
certification, plus one other Committee 
member. Based upon its study of the quali- 
fications presented by the applicants, the 
Committee shall submit recommendations 
concerning changes in standards to the Com- 
mittees on Clinical Standards in Speech and 
Clinical Standards in Hearing. 
Section 12. Committee on Ethical Practice 

The Committee on Ethical Practice shall 
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consist of four members, including one each 
from the fields of speech, hearing, and basic 
speech and hearing sciences, who shall be 
appointed every other year, and an elected 
Chairman. The Committee shall be respon- 
sible for the formulation of the Code of 
Ethics, shall investigate violations of this 
Code, and shall recommend any action to 
be taken by the Executive Council as a 
result of such violations. 
Section 13. Committee on Terminology 
The Committee on Terminology shall 
consist of five members, each of whom shall 
be appointed for a term of four years, with 
one member newly appointed each year. 
The Committee shall offer advice in any 
matter involving terminology on which its 
counsel is sought by the Association or 
members thereof, and on any projects under- 
taken by the Association in which terminol- 
ogy is of concern. 
Section 14. Committee on Time and Place 
The Committee on Time and Place shall 
consist of three appointive members and the 
Executive Vice-President, who shall be 
Chairman. The Committee shall study and 
make recommendations to the Executive 
Council concerning arrangements for dates 
and locations for future conventions. 


Article IX. Clinical Certification 
Section 1. Designation 


The Association defines two levels of 
clinical competence, Basic and Advanced, 
in each of the separate areas, speech and 
hearing. Any Member who so desires may 
apply for certification at either level in one 
or both areas; if in both, the levels of certi- 
fication need not necessarily be the same. 
Upon review of his qualifications in light 
of the standards set by the Executive Coun- 
cil upon recommendation by the Committees 
on Clinical Standards in Speech and Clinical 
Standards in Hearing, the Committee on 
Clinical Certification will issue, with ap- 
proval by the Executive Council, the certifi- 
cate or certificates for which the member 
qualifies. These certificates will be renewed 
annually as long as the individual remains a 
Member in good standing of the Associa- 
tion. Certification by the Association shall 
be considered as evidence of clinical com- 


petency. 
Section 2. Code of Ethics 
A Code of Ethics, formulated by the 


Committee on Ethical Practice and approved 
by the Executive Council, shall contain the 
principles of professional and scientific re- 
sponsibilities by which Members shall be 
bound. Any violations brought to it for 
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action by the Committee on Ethical Prac- 
tice shall be acted upon by the Executive 
Council. 

Charges of violations shall be presented 
in Ww riting to the Committee on Ethical 
Practice. After proper investigation, if the 
Committee finds the charges warranted, it 
may issue warning to the Member in ques- 
tion. If such warning is disregarded, or if 
the nature of the violation is such as to 
render warning inappropriate, the Commit- 
tee may recommend disciplinary action by 
the Executive Council. The accused Mem- 
ber may present a statement in his behalf 
to the Council, but, if no statement is of- 
fered, the Council may act without it. 


Article X. Association Honors 
Section 1. Honors of the Association 

The Honors of the Association may be 
presented to an individual by the Executive 
Council upon recommendation by the Com- 
mittee on Honors. This award recognizes 
distinguished contribution to the field of 
speech and hearing and is the highest honor 
the Association can give. 
Section 2. Fellowship 

Fellowship, an award recognizing profes- 
sional or scientific achievement, may be 
given to a Member upon transmittal by the 


Committee on Honors and approval by 
three-fourths vote of the Executive Council. 


2 


Section 3. Honorary Life Members 

Any Member, upon attaining the age of 
65, may apply for and automatically receive 
Honorary Life Membership with all priv- 
ileges of a Member. Annual 
waived. 


dues will be 


Article XI. Conventions 

Conventions of the Association shall be 
held annually at a time and at a place de- 
termined by the Executive Council. Conven- 
tions will be held only in establishments in 
which meetings can be held without dis- 
crimination on the basis of race, religion, or 
color. The programs of each convention 
shall include at least one business meeting 
of the Association. Only persons who are 
Members in good standing may attend busi- 
ness meetings. The responsibility for ar- 
ranging the conventions shall be shared by 
the Committee on Program and the Secre- 
tary-Treasurer, according to their duties as 
outlined in these By-Laws. 


In periods of emergency, the Executive 
Council may, by three-fourths vote, cancel 
the annual convention. In this case, the Ex- 
ecutive Council shall be empowered to 
transact all business that would ordinarily 
be brought before that meeting. 


Article XII. Publications 
Section 1. Official Publications 

The Association shall publish a periodical 
entitled The Journal of Speech and Hearing 
Disorders, shall issue such Monograph Sup- 
plements to the Journal as recommended by 
the Editor and the Committee on Budget, 
and shall also publish annually a Directory 
of the membership rolls. ; 
Section 2. Editorial Staff 

There shall be an Editorial Staff consist- 
ing of at least four Associate Editors named 
by the Editor, subject to ratification by the 
Executive Council, and as many Assistant 
Editors as the Editor deems necessary, to 
be appointed by him. : 
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Section 3. Business Manager 

The Secretary-Treasurer shall be the 
Business Manager of the Journal. He shall 
submit a detailed and audited financial re- 
port of Association publications to the Ex- 
ecutive Council at the end of each fiscal 
year. 
Section 4. Appropriations 

Not less than 50 per cent of the amount 
of annual dues received by the Association 
shall be allocated for publications. Funds 
thus accumulated which are not expended 
during the fiscal year shall be retained for 
use on future publications. 


Article XIII. Amendment 

Amendments to these By-Laws may be 
initiated by the Executive Council or in a 
written proposal signed by any 10 mem- 
bers. Proposed amendments should be passed 
by majority vote of the Executive Council 
30 days in advance of the vote thereon by 
the Membership. Vote on an amendment 
may be either at the annual business meet- 
ing, or by mail ballot of the entire Mem- 
bership. Decision to employ the latter vot- 
ing procedure may be reached by two-thirds 
vote of the Members present at an annual 
business meeting, or by two-thirds vote of 
the Executive Council. 











